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 Aggressive behaviors, including physical aggression toward others and non-
suicidal self-injury, are high-risk behaviors that are prevalent in the college student 
population. Personality disorder symptoms, particularly those of antisocial personality 
disorder and borderline personality disorder, are associated with these aggressive 
behaviors. Some researchers have posited that ASPD and BPD are “mirror-image 
disorders” that have similar underlying traits but differing behavioral manifestations of 
those characteristics, namely differing in terms of the object of their aggression. The 
present study investigated these issues by examining the pathways from ASPD and BPD 
to aggressive behaviors via the mechanisms of impulsivity, negative affect, and distress 
tolerance with the expectation that similar pathways would emerge for the personality 
disorder symptoms and their respective aggressive behavior. A sample of college students 
(N = 520) completed questionnaires in an online format. Path analysis showed differing 
pathways, with ASPD being associated with physical aggression via impulsivity, BPD 
being associated with physical aggression via all proposed mechanisms, and BPD being 
associated with NSSI via all mechanisms with the exception of impulsivity. Multi-group 
analysis revealed no gender differences, but did reveal differences for White versus Black 
students with regard to the magnitude of the pathways from ASPD and BPD to physical 
aggression and NSSI, respectively. Overall, results do not support the idea of ASPD and 
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Pathways to Aggressive Behavior: Antisocial and Borderline Personality Symptoms and 
the Mechanisms of Impulsivity, Negative Affect, and Distress Tolerance 
 Although college students are generally considered a well-adjusted group, news 
reports of violence in young adults, including gun violence (e.g., Virginia Tech massacre, 
Sandy Hook Elementary School shooting), sexual assault (e.g., the Steubenville rape 
case), and hazing (e.g., the death of Florida A&M University drum major Robert 
Champion), have led to increased public interest in the causes and prevention of 
aggressive behaviors in this population. Similarly, self-aggression, or non-suicidal self-
injury (NSSI), was once believed to only occur in individuals with severe psychiatric 
disorders, but it is now clear that NSSI is a frequent occurrence in college student 
populations, and college counselors are becoming more aware of their role in prevention 
and treatment of NSSI (White, Trepal-Wollenzier, & Nolan, 2002). In spite of the 
mounting national focus on mental health in young adults, research on the underlying 
mechanisms of aggressive behaviors is somewhat limited for this population. The 
purpose of the present study was to investigate pathways to aggressive behavior toward 
the self and others in a college sample, by examining the influence of personality disorder 
symptoms and the potential mediating variables of impulsivity, negative affect, and 
distress tolerance.  
Physical Aggression 
 For the purposes of this study, unless otherwise specified, the terms "physical 
aggression" and "violence" are used interchangeably to refer to any interpersonal act 
committed with the intent to physically harm the other individual. The Bureau of Justice 




479,000 college students ages 18-24 were victims of violent crime each year from 1995 
to 2002, with violent crime being defined as rape, sexual assault, robbery, aggravated 
assault, and simple assault (Baum & Klaus, 2005). Another study of violence 
victimization across five U.S. colleges showed a rate of 4.53 per 1,000 students (Fisher & 
Wilkes, 2003). The Bureau of Justice Statistics' survey also found that only 35% of 
violent victimizations against college students were reported to police (Baum & Klaus, 
2005). The most common reason for not reporting was that the violence was considered 
"a private or personal matter" (Baum & Klaus, 2005, p. 6), potentially referring to 
physical aggression occurring within the context of intimate relationships. Indeed, dating 
violence is highly prevalent for college students, with reported rates of physical dating 
violence victimization for college students ranging from 20% to 45%, with most studies 
showing similar rates between men and women (Amar & Gennaro, 2005; Hines & 
Saudino, 2003; Straus, 2004), but with women being more likely to sustain serious injury 
and more likely to be sexually victimized (Archer, 2000).  
 With regard to the perpetration of physical violence, Hines and Saudino (2003) 
found that, out of almost 500 college students, 29% of men and 35% of women reported 
perpetrating physical aggression against a dating partner, with no significant differences 
between genders (Hines & Saudino, 2003). These statistics are similar to other studies 
investigating dating violence perpetration in college samples (e.g., Baker & Stith, 2008; 
White & Koss, 1991). One study that looked at physical aggression in college students 
more generally found that 32% reported that they hurt another person in a disagreement 
or argument at least one time, but only 4% indicated that this altercation involved a 




concern regarding aggressive behavior in college students is sexual aggression. For 
instance, a study of almost 200 male college students found that 14.2% reported having 
been the perpetrator of sexual assault in the past year (Abbey & McAuslan, 2004). One 
study also investigated self-reported behavior and self-rated attraction to sexual 
aggression and other criminal behavior in college students (Voller, Long, & Aosved, 
2009). In this study of almost 500 men recruited from undergraduate psychology courses, 
5% reported engaging in rape or attempted rape, and almost 9.9% endorsed acts of sexual 
assault (lower levels of sexual violence not considered rape). Controlling for social 
desirability, the authors found that perpetrators of sexual aggression were not only 
attracted to rape and sexual assault, but were also more likely to be attracted to child 
sexual abuse and other criminal behaviors (e.g., robbing a bank, killing someone, selling 
illegal drugs) than non-perpetrators (Voller et al., 2009). Given these statistics and the 
potential emotional, academic, and physical consequences of physical violence, it is 
necessary for researchers to investigate potential causes of physical aggression in this 
population. 
 Several theories exist with regard to the causes of physical aggression among 
college students. For instance, Haden, Scarpa, and Stanford (2008) suggest that young 
adults are in the context of college, "where students are navigating the difficult social 
world of dating relationships and peer pressure and may find themselves in affect-laden 
situations that can lead to violence (e.g., partner abuse)" (p. 360). Some researchers have 
pointed to the underdevelopment of the prefrontal cortex in young adults as the major 
contributor (Raine, 2002). Others have stated that college students in Western society are 




such that they are more aware of and want to achieve certain aspects of adulthood (e.g., 
intimate relationships), are not yet able to achieve them, and subsequently use aggressive 
behavior to obtain these goals or resources (e.g., date rape; Moffitt, 1993). Research has 
also pointed to childhood abuse as a predictor, particularly if someone has experienced 
multiple childhood traumas (Arata, Langhinrichsen-Rohling, Bowers, & O'Farrill-Swails, 
2005; Haden et al., 2008). Helfritz and Stanford's (2006) study suggests that elevated 
symptoms of a variety of psychological disorders, including antisocial and borderline 
personality disorders, exist in aggressive college students. In addition, impulsivity, 
irritability, low emotional stability, lack of control, and the abuse of alcohol and drugs 
further heighten the likelihood of physical aggression (Helfritz & Stanford, 2006). 
Importantly, alcohol misuse has been linked to physical and sexual aggression 
perpetration and victimization for college students, and this finding is consistent across 
gender and race (Dahlen, Czar, Prather, & Dyess, 2013; Marcus & Reio, 2002; Scribner 
et al., 2010). In spite of these theories, many of which indicate personality disorder 
symptoms, impulsivity, negative affect, and inability to tolerate emotional distress, these 
mechanisms have not been thoroughly studied together in a college student population.  
Non-Suicidal Self-Injury 
 Aggression that is directed toward the self is referred to as non-suicidal self-injury 
(NSSI), and is defined as the deliberate harm to oneself without suicidal intent. NSSI 
does not include self-injurious behaviors exhibited by individuals with developmental 
disorders such as autism, nor does it include culturally acceptable behaviors such as 
tattooing or piercing. Research on NSSI within college populations has significantly 




35%, with an average rate of 17% (Favazza, 1989; Gratz, 2001; Serras, Saules, Cranford, 
& Eisenberg, 2010; Whitlock, Eckenrode, & Silverman, 2006), which is substantially 
higher than prevalence rates found in the general population (approximately 4-6%; Briere 
& Gil, 1998; Klonsky, May, & Glenn, 2013). Importantly, a large proportion of college 
self-injurers report that no one knows about their NSSI (36%), and many self-injurers 
who participate in therapy do not disclose their NSSI to their therapist (Whitlock et al., 
2006). 
Not many theories exist as to why rates of NSSI are significantly higher in college 
students than in the general population. Some researchers have suggested social factors 
influence high rates of NSSI in college populations. For instance, citing Bandura's (1977, 
2001) social learning theory, Muehlenkamp, Hoff, Licht, Azure, and Hasenzahl (2008) 
posit that NSSI can be learned through the environment via social modeling. Using an 
archival dataset of approximately 2,000 college students, they found that those who were 
exposed to someone who engaged in NSSI or a combination of NSSI and suicide 
attempts were at an increased risk of engaging in NSSI themselves when compared to 
those who had been exposed to someone with a suicide attempt or no self-harm behavior 
at all (Muehlenkamp et al., 2008), suggesting a possible contagion effect. An 
experimental study in which college students self-administered an electric shock while 
competing with a fictitious opponent in a reaction-time task found that participants were 
more likely to mimic the fictitious opponent's level of shock (i.e., if the opponent self-
administered intense shock levels, the participant chose similarly), providing evidence of 
a contagion effect for self-aggressive behavior in a controlled laboratory setting (Berman 




accounting for high prevalence rates in college students, they do not account for what 
individual risk factors differentiate those who are more likely to engage in NSSI when 
exposed to it, versus those who do not. 
In addition to social theories of the development of NSSI, several functions of 
NSSI have been investigated in clinical populations that have also been applied to college 
student self-injurers. Perhaps the most widely recognized and empirically supported 
model is the emotion regulation conceptualization, in which NSSI is used as a strategy to 
attempt to diminish or control extreme negative affect (Gratz, 2003, 2007; Klonsky, 
2007; Klonsky & Glenn, 2009). Indeed, many college student self-injurers report using 
NSSI to alleviate feelings of anger, guilt, helplessness, hopelessness, anxiety, and stress 
(Klonsky & Glenn, 2009; Lewis & Santor, 2008). One literature review that included 
studies of college students concluded that the emotion regulation model has the most 
empirical support when compared to other models such as self-punishment (using NSSI 
as a means of directing anger, hate, or disappointment towards oneself), anti-dissociation 
(bringing oneself out of a state of depersonalization or numbness by self-injuring), 
interpersonal-influence (knowingly or unknowingly using NSSI to manipulate others), 
sensation-seeking (the goal of NSSI is simply to produce feelings of excitement or a 
“rush”), anti-suicide (self-injuring as a means of preventing suicidal ideation), and 
interpersonal boundaries (establishing one’s identity and separating oneself from others 
through NSSI). This finding was significant even when controlling for the fact that more 
studies have been published on the emotional regulation model than any other model 




 The Experiential Avoidance Model (EAM) is a more comprehensive model of 
NSSI, and proposes that NSSI is a negatively reinforced strategy for reducing or 
eliminating unwanted thoughts, emotional arousal, bodily sensations, or other distressing 
internal experiences (Chapman, Gratz, & Brown, 2006). This model subsumes previous 
models focusing solely on emotion regulation, dissociation, and issues with interpersonal 
boundaries, and suggests that consistent avoidance of undesirable experiences negatively 
reinforces NSSI. There have only been a handful of empirical studies that have examined 
experiential avoidance and NSSI (Armey & Crowther, 2008; Chapman, Specht, & 
Cellucci, 2005). Gratz found that female college students endorsing NSSI had 
significantly higher levels of experiential avoidance compared to their matched 
counterparts (as cited in Chapman et al., 2006). Using structural equation modeling and a 
non-linear analysis referred to as a cusp catastrophe model, Armey and Crowther (2008) 
found that, in a sample of undergraduates, those who experienced "aversive self-
awareness" (p. 13) were more likely to engage in NSSI. Importantly, although NSSI 
occurs to a large extent outside the context of a diagnosis of BPD in this population, 
many of the studies of NSSI in college populations have not accounted for symptoms of 
BPD at all. Studies that have investigated NSSI occurring both within and outside the 
context of BPD symptoms have found significant differences in terms of levels of 
emotion regulation difficulties and severity of NSSI behaviors (Bracken-Minor & 
McDevitt-Murphy, in press; Gratz, Breetz, & Tull, 2010). Therefore, it is important to 
consider how BPD symptoms influence the development of NSSI in college students, 






 Aggression is not uncommon in college students, with research thus far indicating 
significant prevalence rates for physical aggression toward others and NSSI. Other- and 
self-directed aggression have typically been studied separately in the literature, but a 
handful of studies have examined these risk behaviors in tandem. For instance, there are 
several studies that have investigated other- and self-directed physical aggression in 
samples of individuals with developmental disorders (Davies & Oliver, 2013). However, 
self-directed aggression in individuals with intellectual or developmental disorders is not 
considered the same phenomenon as NSSI because the biological, psychological, and 
environmental contributors to self-aggression are often different for this population 
compared to those without an intellectual or developmental disorder (Mangnall & 
Yurkovich, 2008; Oliver & Richards, 2010). At least one study has examined emotional 
contributors and gender differences in physical aggression and NSSI in a sample of 
offenders (Sadeh, Javdani, Finy, & Verona, 2011). Although physical aggression toward 
others and self-directed aggression have not typically been studied together in the same 
population, the theories that exist as to the development of these behaviors in this 
population are similar, many of which include personality disorder symptoms, high levels 
of negative affect, and an inability to tolerate distressing experiences and emotions. 
However, a model incorporating these constructs and their interactions has not been 
tested, and more needs to be learned about the mechanisms of these risk behaviors in 






Personality Disorder Symptoms 
 As previously indicated, several studies of aggression in college students have 
suggested that personality disorder symptoms may play a role, namely antisocial 
personality disorder (ASPD) and borderline personality disorder (BPD) (e.g., Bracken-
Minor & McDevitt-Murphy, in press; Gratz et al., 2010; Helfritz & Stanford, 2006). 
ASPD is characterized in the current DSM as being a “pervasive pattern of disregard for, 
and violation of, the rights of others that begins in childhood or early adolescence and 
continues into adulthood” (APA, 2000, p. 701). BPD, on the other hand, is described as 
“a pervasive pattern of instability of interpersonal relationships, self-image, and affects, 
and marked impulsivity that begins by early adulthood and is present in a variety of 
contexts” (APA, 2000, p. 706). ASPD and BPD, along with histrionic and narcissistic 
personality disorders, are currently classified as Cluster B Axis II disorders in DSM-IV-
TR (APA, 2000), a group of disorders described as “dramatic, emotional, or erratic.” 
Although prevalence rates of antisocial personality disorder (ASPD) and borderline 
personality disorder (BPD) are low in the general population (3.6% and 5.9%, 
respectively; Compton, Conway, Stinson, Colliver, & Grant, 2005; Pagura et al., 2010),  
individuals with these diagnoses use considerable resources in terms of healthcare and the 
criminal justice system (Bateman, & Fonagy, 2003; Scott, Knapp, Henderson, & 
Maughan, 2001; Soeteman, Hakkaart-van Roijen, Verheul, & Busschbach, 2008). In 
addition, individuals who exhibit traits of these disorders, but are not officially diagnosed 
as having a disorder, per se, often experience significant distress or negative 
consequences as a result of these symptoms (Allen, Cramer, Harris, & Rufino, 2013; 




Horner, & Morey, 2012; Tragesser & Benfield, 2012). These findings provide an 
argument for some to move toward a dimensional approach to personality disorder 
diagnosis in future revisions of the DSM (Miller, Morse, Nolf, Stepp, & Pilkonis, 2012; 
Taylor & Reeves, 2007; Widiger, 2011). Consistent with this viewpoint, the present study 
examines ASPD and BPD features continuously rather than categorically, which has been 
the trend for research in personality disorder symptoms in college students (e.g., 
Kimonis, Branch, Hagman, Graham, & Miller, 2012; Sylvers, Landfield, & Lilienfeld, 
2011; Tragesser & Benfield, 2012).  
Researchers have provided evidence for common developmental pathways and 
underlying mechanisms between ASPD and BPD, suggesting that where these disorders 
diverge lies in the behavioral manifestations of each disorder, which are shaped in part by 
demographic characteristics such as gender. Specifically, impulsivity, negative affect, 
and distress tolerance have been implicated as common contributors to physical 
aggression toward others in the context of ASPD and NSSI in the context of BPD. 
However, the basic associations between these disorders and aggressive behaviors and 
whether or not the mechanisms linking ASPD and BPD to aggressive behaviors will vary 
based on the object of the aggression accounting for comorbidity has not been examined.   
 Comorbidity. ASPD and BPD have many overlapping traits and similar 
etiological factors, leading some to refer to them as “mirror image disorders” (Paris, 
1997). Both disorders are characterized by similar family histories (Goldman, D’Angelo, 
& DeMaso, 1993), often including chaotic childhood environments and abuse (Battle et 
al., 2004; Lobbestael, Arntz, & Bernstein, 2010). Additionally, results from a large-scale 




ASPD and BPD, more so than those common to all four cluster B personality disorders 
(Torgersen et al., 2008). Thus it is not surprising that there is a significant degree of 
comorbidity between these two personality disorders. One study found that in a large 
sample of psychiatric inpatients diagnosed with either BPD or one other personality 
disorder, approximately 23% of inpatients diagnosed with BPD also met criteria for 
ASPD (Zanarini et al., 1998). A recent study of a nationally representative sample of 
almost 35,000 Americans found that 14% of those diagnosed with BPD met criteria for 
ASPD, and 21% of those diagnosed with ASPD met criteria for BPD (Grant et al., 2008).  
In terms of diagnostic specificity, Holdwick, Hilsenroth, Castlebury, and Blais 
(1998) used independently-rated chart data for 86 outpatients diagnosed with a 
personality disorder and tested which symptoms differentiated ASPD, BPD, and 
narcissistic personality disorder. For ASPD, five out of the seven criteria (failure to 
conform to social norms, deceitfulness, failure to plan ahead, consistent irresponsibility, 
and lack of remorse) distinguished it from BPD. Five out of nine BPD criteria (frantic 
avoidance of abandonment, unstable interpersonal relationships, identity disturbance, 
affective instability, and chronic emptiness) distinguished between BPD and ASPD. 
Taken together, there are high rates of comorbidity and overlap of symptoms of ASPD 
and BPD, but there are a number of distinguishing features. These findings have led 
researchers to investigate the developmental trajectories of these disorders jointly and to 
suggest that an individual’s gender and exposure to high-risk environments that differ 
with regard to gender-based norms may account for differences in how common 
underlying characteristics are ultimately expressed (i.e., the development of aggression in 




 Demographic factors. Several demographic factors may impact the trajectory of 
personality disorder symptoms and the risk of engaging in physically aggressive and self-
aggressive behaviors. For instance, the literature indicates that gender and racial 
differences exist for many of these constructs of interest. 
Gender differences in personality symptoms. Studies have found that between 
.5% and 1.9% of women and between 3.9% and 5.8% of men in the general population 
meet criteria for ASPD, and there is general agreement that men are more likely to be 
diagnosed with ASPD than women (Compton et al., 2005; Kessler et al., 1994; Robins et 
al., 1984). Rates of BPD are less consistent, with some studies finding higher rates of 
BPD among women (2-3%) than men (1%; Swartz, Blazer, George, & Winfield, 1990), 
but with more recent, large-scale studies finding nonsignificant differences between 
women (6.2%) and men (5.6%; Grant et al., 2008).  
 Gender differences in physical aggression. With regard to gender differences in 
rates of physical aggression, a meta-analysis of approximately 300 studies of aggression 
found that, overall, men are more likely to engage in direct aggression (verbal and 
physical) than women, and this difference persists  throughout the lifespan and across 
cultures (Archer, 2004). Men's higher level of physical aggression initially appears early 
in the lifespan, before age 4, and this gender difference between men and women reaches 
its peak between the ages of 20 and 30 years (Archer, 2004). Indirect aggression (e.g., 
relational or social aggression, gossiping, ostracism) is more common among adolescent 
girls than adolescent boys, but these gender differences disappear in adulthood. 
Importantly, studies have not shown gender differences in level of anger, suggesting that 




(Archer, 2004). Marcus and Reio (2002) sought to investigate gender differences in the 
context of physical aggression and collected first-hand descriptions of physical fights 
from 200 male and 185 female college students. Results indicated 32.7% of men and 
17.3% of women had at least one physical fight in the 6 months prior to the assessment. 
Men reported a higher number of fights in the 6 months prior to the assessment than the 
women in the sample. Altogether, 74% of men and 50% of women were able to recall 
and describe their most recent fight. Significant gender differences were found with 
regard to context. For instance, men were more likely to fight in a public setting, such as 
a bar or on campus. Women, on the other hand, were more likely to fight in a private 
setting, such as their own home. In addition, men were more likely to get into a physical 
fight with a stranger, whereas women were more likely be in a physical altercation with 
someone who was known to them, further highlighting the relational component that is 
often found in studies of aggression in women (Archer, 2000; Marcus & Reio, 2002).  
 Gender differences in NSSI. It was initially thought that women were more likely 
to engage in NSSI than men, with most early prevalence rates pointing to this conclusion 
(e.g., Favazza & Conterio, 1989; Herpertz, 1995). However, much of the early research 
on NSSI consisted of inpatient samples that had high proportions of women with a 
diagnosis of BPD. Studies of non-clinical adult samples have found minimal gender 
differences in lifetime rates of NSSI (Andover, Pepper, & Gibb, 2007; Andover, Primack, 
Gibb, & Pepper, 2010; Gratz, Conrad, & Roemer, 2002; Heath, Toste, Nedecheva, & 
Charlebois, 2008; Hilt, Nock, Lloyd-Richardson, & Prinstein, 2008), with some 
exceptions (Sornberger, Heath, Toste, & McLouth, 2012; Whitlock et al., 2006). There 




women being more likely to use cutting and scratching, whereas men are more likely to 
punch themselves or an object or burn themselves (Andover et al., 2010; Dellinger-Ness, 
& Handler, 2007; Sornberger et al., 2012).  
 Racial differences in personality disorder symptoms. Several studies have 
examined how race impacts ASPD and BPD. With regard to racial differences in BPD, 
the Epidemiologic Catchment Area (ECA) project found a nonsignificant trend for BPD 
diagnosis in younger, non-White, urban, and poorer individuals (Swartz et al., 1990). 
However, another study of a national sample of over 34,000 adults found no differences 
between White and Black individuals (Grant et al., 2008). Racial difference in the 
expression of BPD has been examined in at least one study of a mixed inpatient and 
outpatient clinical sample of Black and White individuals diagnosed with BPD (Newhill, 
Eack, & Conner, 2009). According to this study, Black individuals reported greater 
emotional intensity and more dysregulation of emotional experiences than White 
individuals. They also reported a higher frequency of thoughts of interpersonal violence, 
but not a higher frequency of acts of interpersonal violence. However, Black individuals 
also reported higher levels of positive emotions than Whites and less self-aggressive 
behaviors (Newhill et al., 2009).  
 Studies of racial differences in ASPD generally suggest that there are similar rates 
of ASPD across racial groups (Zuckerman, 2003). The Epidemiologic Catchment Area 
study found no differences in ASPD between Whites, Black, and Hispanics (Robins & 
Regier, 1991). In addition, Washburn and colleagues (2007) studied the developmental 
trajectory of ASPD in detained youth and found no racial differences in the sample. 




one study found that when comparing mean scores of assessment measures of ASPD, 
there was variability by race. Specifically, Caucasians scored higher than African 
Americans on the Personality Assessment Inventory Antisocial Features Scale (Morey, 
2007), African Americans scored higher than Caucasians on the Structured Clinical 
Interview for DSM-IV Axis II ASPD Scale (First, Spitzer, Gibbon, Williams, & 
Benjamin, 1996), and there were no differences between the groups on the Personality 
Diagnostic Questionnaire-4 ASPD Scale (Hyler, 1994).   
 Racial differences in NSSI. Racial and ethnic differences in NSSI have yet to be 
adequately addressed. Some studies have shown a higher prevalence rate of NSSI among 
White participants compared to other racial and ethnic groups (Lloyd-Richardson, 
Perrine, Dierker, & Kelley, 2007; Muehlenkamp & Gutierrez, 2004), but at least one 
study reported no such difference (Hilt et al., 2008). Additionally, prevalence rates are 
often difficult to interpret due to low minority representation in most samples, and 
because many studies combine all non-White groups into one group for comparison (i.e., 
White versus all minorities). Yates, Tracy, and Luthar (2008) examined 11 types of NSSI 
methods within two samples of upper-middle-class youth and found that high-income 
Black and Native American youth endorsed higher rates of all methods, with the 
exception of self-biting, compared to White, Asian, Hispanic, and multi-racial youth. 
Similar results were found in a low-income population, with higher rates of self-injurious 
thoughts and behaviors occurring among Black participants compared to White 
participants (Latzman et al., 2010). Given these conflicting results, it is unclear at this 





Personality and Aggressive Behaviors 
The high rate of comorbidity between BPD and ASPD, coupled with differences 
in rates of diagnosis based on gender and race, have led some researchers to develop 
common theories of how these disorders develop. For instance, Beauchaine and 
colleagues (2009) developed a model of ASPD and BPD, describing them as “multifinal 
outcomes of a single etiology” (p. 735), such that an interaction between a general 
biological predisposition of trait impulsivity (expressed in the form of physical 
aggression and emotion dysregulation in ASPD and self-injury and emotion 
dysregulation in BPD), high-risk environments (such as child abuse/neglect, deviant peer 
groups), and gender lead to the development of ASPD in men and BPD in women 
(Beauchaine, Klein, Crowell, Derbidge, & Gatzke-Kopp, 2009). Paris (1997), in 
articulating the idea that these disorders are “mirror images,” suggested that both 
disorders grow from similar etiological factors such as impulsivity, but are differentiated 
in gender-based behavioral manifestations of their shared underlying characteristics. As 
suggested by these researchers, physical aggression and NSSI are behaviors that illustrate 
the core theme surrounding each disorder: disregard for the safety, well-being, and rights 
of others in the case of ASPD and self-punishment, guilt, and affect lability in the case of 
BPD. Studies have investigated some of these associations, but less research has been 
conducted to examine the comparative strength of correlations between ASPD versus 
BPD and physical aggression, as well as BPD versus ASPD and NSSI.  
ASPD, BPD, and Physical Aggression. The majority of studies that have 
examined personality disorder symptoms and physical aggression have focused on the 




Coid, 1999; Friedmann, Melnick, Jiang, & Hamilton, 2008; Hodgins & Côté, 1993; 
Moeller et al., 1997; Wang & Diamond, 1999), and most studies have examined this 
relation with clinical or forensic samples. Using a large sample of inmates who 
participated in prison-based substance abuse treatment, Friedman and colleagues (2008) 
found that inmates with a diagnosis of ASPD were 3.3 times more likely to engage in 
violent or disruptive behavior. In a sample of approximately 700 undergraduates, Ostrov 
and Houston (2008) examined four different types of aggression by categorizing 
relational versus physical aggression and proactive (i.e., controlled/planned/goal-
directed) versus reactive (i.e., retaliatory/impulsive/response to threat) aggression. 
Findings revealed that ASPD was predicted by proactive and reactive physical 
aggression. Furthermore, physical aggression in childhood has been found to be a robust 
predictor of future delinquent or antisocial behavior (Broidy et al., 2003).  
More effort has recently been directed at understanding how BPD and physical 
aggression are related. One study found that men with comorbid BPD and ASPD and 
men with BPD alone engaged in more acts of interpersonal violence than men without 
these personality disorders (Ross & Babcock, 2009). Similarly for women, a study 
looking at the relation between personality disorders and institutional violence in female 
inmates found that ASPD and BPD both predicted self-reported acts of prison violence 
(Warren et al., 2002). Newhill, Eack, and Mulvey (2009) examined the occurrence of 
BPD and physical aggression longitudinally in a sample of psychiatric inpatients. Results 
showed that at the one year follow-up, 35% of BPD participants engaged in at least one 
serious violent act according to arrest records, collateral informants, and patient self-




60% of those with BPD had engaged in at least one other aggressive act that did not 
result in physical injury, which was significantly higher than the rate found in the 
participants without BPD (48%). BPD was predictive of serious violence and other 
aggressive acts when accounting for confounding variables such as demographics, 
criminal history, and substance use. However, once ASPD and psychopathy symptoms 
were entered into the statistical model, BPD no longer predicted physical aggression. In a 
non-clinical sample of undergraduates, when controlling for BPD, ASPD was found to be 
significantly related to physical aggression, oppositional behavior, and indirect 
aggression (Fossati et al., 2004). In the same study, more emotional forms of hostility 
were predictive of BPD when controlling for ASPD symptoms, but the other forms of 
aggression were not. Evidence thus far suggests that BPD and physical aggression are 
related only by virtue of BPD’s overlap with ASPD symptoms, but further research is 
necessary to determine the extent to which ASPD and BPD independently predict acts of 
physical aggression.  
ASPD, BPD, and NSSI. Just as physical aggression is more frequently studied in 
the context of ASPD, NSSI has been studied mainly in relation to BPD (e.g., Briere & 
Gil, 1998; Chapman et al., 2005; Dulit, Ryer, Leon, & Brodsky, 1994; Kleindienst et al., 
2008). However, a handful of studies have examined NSSI in ASPD samples. For 
instance, a study of NSSI in late adolescence (18-19 year-old college students) found that 
individuals with a history of NSSI endorsed more symptoms of ASPD than those without 
a history of NSSI (Cawood & Huprich, 2011). However, they also endorsed more 
symptoms of BPD, and no analyses were conducted to determine whether the association 




comparing Israeli soldiers diagnosed with ASPD to those without ASPD found that the 
ASPD group had higher rates of NSSI, 37% versus 3%, respectively (Sayar, Ebrinc, & 
Ak, 2001). In a study of incarcerated women, Zlotnick (1999) found that those who met 
criteria for ASPD had a higher frequency of NSSI in the three months prior to their 
participation (36%), compared to those who did not have ASPD (11%). However, this 
relationship appeared to be due to overlap between BPD and ASPD; when BPD was 
accounted for in the regression model, there was no longer a significant relation between 
ASPD and NSSI (Zlotnick, 1999). Given the focus on women, it is impossible to know 
how these findings would generalize to men, especially given that studies have indicated 
higher rates of ASPD in men than women, but it appears that although there is some 
evidence suggesting a positive relation between ASPD and NSSI, this association may be 
accounted for by comorbid BPD symptoms. The paucity of research in this area makes it 
difficult to draw conclusions.  
The relation between BPD and NSSI is well-established in the literature, which is 
not surprising given that one criterion for BPD is “recurrent suicidal behavior, gestures, 
or threats, or self-mutilating behavior” (APA, 2000, p. 710). BPD and NSSI have been 
studied in a variety of populations, including adolescents (Jacobson, Muehlenkamp, 
Miller, & Turner, 2008), inpatient and outpatient adults (Andover & Gibb, 2010; Welch, 
Linehan, Sylvers, Chittams, & Rizvi, 2008), and college students (MacLaren & Best, 
2010). Prevalence rates of NSSI in BPD samples range between 50%-73% (Chapman et 
al., 2005; Dulit et al., 1994), and the presence of NSSI or suicide attempts is highly 






ASPD and BPD are two Cluster B personality disorders that are theorized to be 
“mirror-image disorders” (Paris, 1997) that have similar underlying traits but differing 
behavioral manifestations of those characteristics, namely differing in terms of the object 
of their aggression (Beauchaine et al., 2009). ASPD is said to be more strongly related to 
physical aggression targeted toward other individuals, and BPD is said to have a stronger 
association with aggression directed toward the self. Although the evidence largely 
supports these associations, there is a disproportionate amount of research investigating 
the link between ASPD and physical aggression and relatively little research 
investigating the link between BPD and physical aggression, making it difficult to draw 
conclusions about the independent contribution of BPD to physically aggressive behavior 
toward others. Similarly, it is difficult to know the extent to which ASPD and NSSI are 
related given that most studies of NSSI are conducted with BPD samples. There is some 
evidence to suggest that the associations that have been largely neglected in the literature 
are significant, but comorbidity between the two personality disorders may play an 
important role. Specifically, some studies have demonstrated that after ASPD symptoms 
are accounted for, the association between BPD and physical aggression is not significant 
(Fossati et al., 2004; Newhill et al., 2009), and that after BPD symptoms are controlled 
for, there is not a direct relation between ASPD and NSSI (Zlotnick, 1999). In addition to 
whether these relations between these personality disorders and aggressive behaviors 
vary based on the object of the aggression, it is also important to examine whether there 
are in fact common underlying mechanisms for these behaviors as Paris (1997) and 




Mechanisms Underlying Aggressive Behaviors 
 Impulsivity. Impulsivity is a multifaceted construct that has been discussed and 
studied as the primary vulnerability and common characteristic of ASPD and BPD 
(Beauchaine et al., 2009; Fossati et al., 2004; Holdwick et al., 1998; Paris, 1997). 
Impulsivity or failure to plan ahead is included as a symptom of ASPD (APA, 2000), and 
impulsivity that is potentially self-damaging is one criterion for the BPD diagnosis in 
DSM-IV-TR (APA, 2000). This trait has been linked to aggressive behaviors in 
individuals with both disorders (Beauchaine et al., 2009).  
Impulsivity and physical aggression. Much of the research in the area of ASPD, 
physical aggression, and impulsivity has been conducted with prison samples, and results 
from studies of this population indicate significant associations between these constructs 
(Barratt, Stanford, Kent, & Felthous, 1997; Komarovskaya, Loper, & Warren, 2007; 
Moeller & Dougherty, 2001). Significant positive associations also have been found 
when examining BPD, physical aggression, and impulsivity when using laboratory tasks 
(Dougherty, Bjork, Huckabee, Moeller, & Swann, 1999; McCloskey et al., 2009) and 
clinical interview or self-report measures (Fossati et al., 2005; McCloskey et al., 2009). 
At least one study has examined ASPD, BPD, physical aggression, and impulsivity in a 
college student sample. Fossati et al. (2004) found that the three domains of impulsivity 
(motor impulsiveness, lack of attention, and lack of planning) were all positively 
correlated with ASPD and BPD symptom measures and physical aggression in this 
population. After controlling for BPD symptoms and depression, motor impulsiveness 
and physical aggression were still predictive of ASPD. Conversely, after controlling for 




BPD, but physical aggression did not. Therefore it seems that impulsivity is a major 
component in the link between ASPD, BPD, and physical aggression toward others, such 
that it may partially mediate the relation between ASPD and physical aggression and 
when coupled with ASPD may completely mediate the relation between BPD and 
physical aggression.    
Impulsivity and NSSI. NSSI is also often described as an impulsive behavior 
(e.g., Bornovalova et al., 2005; Zanarini, Frankenburg, Hennen, & Silk, 2003), and 
multiple studies have examined the relations among NSSI, impulsivity, and BPD. In a 
study of undergraduates, high levels, relative to low levels, of BPD symptoms were 
associated with increased impulsive behavior on laboratory tasks (Chapman, Leung, & 
Lynch, 2008), and high levels of impulsivity denote an increased risk for suicidal and 
non-suicidal behaviors within BPD samples (Lynam, Miller, Miller, Bornovalova, & 
Lejuez, 2011) and within samples of self-injurers regardless of BPD status (Glenn & 
Klonsky, 2010; Janis & Nock, 2009). Therefore, although impulsivity and self-injurious 
behaviors are listed as separate criteria for BPD, it is likely that impulsivity is one 
mechanism for NSSI in BPD.  
To the authors’ knowledge, no studies have examined the relation between ASPD, 
NSSI, and impulsivity. This lack of research is potentially a result of NSSI being seen as 
the core feature of BPD and that individuals with ASPD are seen as more likely to lash 
out at others as opposed to aggress toward themselves. Although this is a logical 
assumption and at least one study indicates BPD symptoms account for the relation 
between ASPD and NSSI (Zlotnick, 1999), these studies are limited in number and more 




women, non-clinical and non-forensic samples). Because the limited research conducted 
on ASPD and NSSI that has considered BPD symptoms indicates that the pathway 
between ASPD and NSSI is attributed to BPD symptom overlap, it is possible that 
impulsivity does not have any additional impact on this association.    
Negative Affect. Defined as “a broad dimension reflecting subjective distress that 
typically involves a variety of aversive mood states, such as anger, guilt, fear, and 
nervousness” (Miller, Vachon, & Aalsma, 2012, p. 1316; Watson, Clark, Tellegen, 1988), 
negative affect has been studied in the context of many adverse outcomes (see 
Baumeister & Scher, 1988, for a review). Among other risky behaviors, it has been 
investigated as a trigger for physical aggression (Burt & Donnellan, 2008; Burt & Larson, 
2007; Burt, Mikolajewski, & Larson, 2009; Cohen & Strayer, 1996; Pardini, Lochman, & 
Frick, 2003; Pond et al., 2012) and NSSI (Taylor, Peterson, & Fischer, 2012). 
Negative affect and physical aggression. Negative affect has not been thoroughly 
studied in the context of ASPD and physical aggression. Although negative affect is not a 
diagnostic criterion for ASPD, ASPD has been linked to increased negative affect (Del 
Gaizo & Falkenbach, 2008; Hicks & Patrick, 2006) and an inability to inhibit negative 
affect (Verona, Sprague, & Sadeh, 2012), and negative affect is one precursor to physical 
aggression (Robinson, Paxton, & Jonen, 2011). A study of men with personality disorders 
who engage in intimate partner violence found that men with a diagnosis of ASPD were 
likely to use physical aggression both proactively as well as reactively, in the presence of 
heightened negative affect (Ross & Babcock, 2009). Another study of the co-occurrence 
of severe mental illness, substance use disorders, and ASPD also found that negative 




However, this relation has not been thoroughly examined, nor has it been investigated in 
a college student sample.  
Negative affect is a major component of BPD due to symptoms including 
affective instability, chronic feelings of emptiness, and inappropriate and intense anger 
(APA, 2000). In addition, Holtzworth-Munroe and colleagues' (2000) Batterer Typology 
includes a BPD-dysphoric aggressor who engages in physical violence with his partner as 
a result of fear, jealousy, and hostility. To this author's knowledge, however, no studies 
have directly investigated the relation between BPD symptoms, negative affect, and 
physical aggression in a college student population.  
Negative affect and NSSI. One study examining ASPD, negative affect, and 
aggression in an experimental context tested whether individuals with ASPD were able to 
use inhibitory control of negative affect in a Go-No-Go task (Verona et al., 2012). 
Results showed that ASPD individuals showed enhanced processing of negative emotion 
words in both the Go and No-Go trials. In other words, they were unable to inhibit their 
responses to words that elicited negative emotion in the No-Go portion of the task. 
Frontal P3 event related brain potentials (ERPs) were simultaneously assessed during the 
task, which are related to cognitive and emotional processing. For individuals with 
ASPD, levels of frontal P3 ERPs measured during the task were correlated with lifetime 
history of self-aggression and verbal aggression, but not physical aggression (Verona et 
al., 2012). In addition, one study of male prison inmates found that negative emotionality 
and low constraint accounted for the relation between ASPD and a history of suicide 
attempts (Verona, Patrick, & Joiner, 2001). Again, however, these associations have not 




Negative affect is a major component of NSSI in individuals with BPD (Brown, 
Comtois, & Linehan, 2002; Hulbert & Thomas, 2010). For some individuals, NSSI is 
used as a means of expressing anger toward themselves (Brown et al., 2002). Other 
negative emotions that are said to precede acts of NSSI include sadness, guilt, 
helplessness, hopelessness, anxiety, and stress (Klonsky & Glenn, 2009; Lewis & Santor, 
2008). One study that investigated predictors of NSSI in patients with BPD over a 10-
year period found that symptoms of depression were highly predictive of continued NSSI 
at follow-up (Zanarini, Laudate, Frankenburg, Reich, & Fitzmaurice, 2011). Negative 
affect has consistently been theorized and investigated as a mechanism for NSSI in 
individuals with BPD.  
Distress Tolerance. It has been suggested that it is not the experience of negative 
affect alone that contributes to physical aggression and NSSI, but negative affect coupled 
with low distress tolerance (Daughters et al., 2009; Linehan, 1993; Nock & Mendes, 
2008). Distress tolerance has been defined both as the perceived ability and actual 
behavioral ability to accept, tolerate, and withstand emotionally, physically, and/or 
psychologically aversive states (Leyro, Zvolensky, & Bernstein, 2010; Simons & Gaher, 
2005). Distress intolerance is a key feature of BPD that is theorized to be a major 
component of the continuous cycle of using NSSI as a means of regulating negative 
affect (Chapman et al., 2006; Linehan, 1993). In fact, some studies suggest that 
individuals with BPD do not physically experience higher levels of negative affect and 
distress, but instead are more likely to subjectively report higher intensity of emotional 
experiences (Herpertz, Kunert, Schwenger, & Sass, 1999; Herpertz et al., 2000). 




may be a similar relationship between ASPD and physical aggression, such that physical 
aggression functions as a means of regulating emotions due to low distress tolerance.  
Distress tolerance and physical aggression. Two studies have specifically 
investigated ASPD and distress tolerance, and both found that individuals with ASPD 
had lower levels of distress tolerance than those without the disorder, even when 
controlling for BPD symptoms (Daughters, Sargeant, Bornovalova, Gratz, & Lejuez, 
2008; Sargeant, Daughters, Curtin, Schuster, & Lejuez, 2011). However, one of these 
studies utilized a sample that was 85% men, and the other sample consisted of men only. 
Therefore it is unclear if these findings generalize to women. Also, these studies did not 
consider whether distress tolerance is a stronger mechanism than other traits commonly 
associated with ASPD (i.e., impulsivity) in terms of explaining physical aggression, or 
whether distress tolerance actually mediates the relation between ASPD and physical 
aggression. The evidence thus far, however, supports the possibility that distress 
tolerance serves as a mechanism for physical aggression in ASPD.  
The relation between distress tolerance and physical aggression within BPD has 
not been examined. There are a number of possible reasons for this gap in the literature, 
such as the assumption that BPD is a disorder that primarily occurs within women (Adler, 
Drake, & Teague, 1990), and the inaccurate perception that women with psychiatric 
disorders are less likely to be physically aggressive than men with psychiatric disorders 
(Lam, McNiel, & Binder, 2000; Skeem et al., 2005). Finally, it is possible that the 
relation between physical aggression and distress tolerance has not been examined in this 
population because more focus has been given to NSSI due to the fact that it is a life-




symptoms account for physically violent behavior in BPD (Newhill et al., 2009), it is 
possible that the relation between BPD and physical aggression is not a function of 
distress tolerance, but rather is due to co-occurring symptoms of ASPD.  
Distress tolerance and NSSI. As previously mentioned, distress intolerance is 
seen as a typical feature of BPD and a mechanism for NSSI. Low distress tolerance has 
been linked to NSSI in adolescents (Nock & Mendes, 2008) and adults (Slee, Garnefski, 
Spinhoven, & Arensman, 2008). In spite of this theory and the focus on distress tolerance 
skills in the treatment of BPD (Linehan, 1993; Stepp, Epler, Jahng, & Trull, 2008), 
researchers have not examined whether distress tolerance actually mediates the relation 
between BPD and NSSI. It is hypothesized that an overall inability to tolerate emotional 
distress facilitates the use of NSSI to temporarily regulate negative emotion states in 
individuals with BPD (Chapman et al., 2006; Linehan, 1993), and therefore it is highly 
likely that the relation between BPD and NSSI is, at least in part, driven by low distress 
tolerance. 
Similarly, no research has examined whether this association exists with regard to 
ASPD and NSSI. This is perhaps due to the aforementioned view of NSSI being more 
likely to occur within BPD, coupled with the fact that an inability to tolerate distress has 
historically been associated with BPD (Linehan, 1993) and only recently has it been 
investigated as a characteristic of ASPD (Daughters et al., 2008; Sargeant, 2011). Based 
on the available evidence, it is likely that when accounting for BPD symptom 







 ASPD and BPD are theorized to have common underlying mechanisms that 
account for the aggressive behaviors that occur within these disorders. Impulsivity, 
negative affect, and distress tolerance have been investigated to some extent with regard 
to their impact on physical aggression toward others and self-injurious behaviors. 
Evidence suggests that impulsivity plays a key role in the link between ASPD and 
physical aggression (e.g., Komarovskaya et al., 2007), as well as the link between BPD 
and NSSI (e.g., Lynam et al., 2011). Negative affect and distress tolerance have also been 
examined, though to a lesser extent in terms of its contribution to these associations 
(Daughters et al., 2008; Sargeant et al., 2011). In spite of the studies that have been 
conducted, there are remaining gaps in the literature. For instance, although impulsivity 
and NSSI have been examined in the context of BPD in some studies, none have 
examined these constructs with respect to ASPD. Furthermore, many of the studies in 
these areas are limited by the use of samples consisting of all men or all women, or they 
are limited to forensic or inpatient settings, making it difficult to generalize the findings 
to other samples such as college students. Finally, no studies have yet investigated ASPD, 
BPD, impulsivity, negative affect, distress tolerance, and both of these aggressive 
behaviors simultaneously, making it difficult to draw conclusions about specific relations 
between these constructs. 
The Present Study 
This study attempted to clarify associations between ASPD, BPD, physical 
aggression, NSSI, and the mechanisms that have been theorized to be link these 




BPD are indeed “mirror-image disorders” (Paris, 1997) stemming from a single 
multifinal etiology (Beauchaine et al., 2009), one would expect parallel mechanisms 
accounting for the relation between each disorder and its respective behavioral 
manifestation of aggression. Previous studies have provided some evidence that 
impulsivity, negative affect, and distress tolerance act as common mechanisms between 
these personality disorder symptoms, physical aggression, and NSSI. However, it is 
possible that there are different mechanisms for each of these aggressive behaviors that 
vary by disorder when accounting for comorbidity. Some but not all of these associations 
have been investigated empirically, so the following hypotheses are both rationally and 
empirically based:  
H1: We predicted that ASPD and BPD would be positively correlated, and that 
ASPD and BPD would both be positively correlated with measures of physical 
aggression and NSSI, with ASPD being more highly correlated with physical 
aggression than NSSI, and BPD being more highly correlated with NSSI than 
physical aggression. Further, ASPD, BPD, physical aggression, and NSSI would 
be correlated with impulsivity (positively), negative affect (positively), and 
distress tolerance (negatively).  
H2: A hypothesized model was then developed and tested using Structural 
Equation Modeling path analysis (Figure 1). The hypothesized model allowed for 
the examination of pathways from personality disorder symptoms to aggressive 
behaviors while accounting for comorbidity by allowing the error terms for ASPD 
and BPD symptoms to covary (Cov1). In terms of direct effects, we predicted a 




NSSI (Path A2), and significant pathways between the personality disorder 
symptoms and the three mechanisms (Paths A3-A8). The direct effects of 
negative affect on impulsivity (Path B1) and negative affect on distress tolerance 
(Path B2) were also predicted to be significant. In addition, we predicted the paths 
from impulsivity and distress tolerance to the aggressive behaviors would be 
significant (Paths C1-C4). The widths of the arrows in Figure 1 are proportional 
to the hypothesized relative strengths of the path coefficients. 
H3: With respect to indirect effects, we predicted significant indirect effects for 
ASPD on physical aggression through impulsivity (Path A3C1), negative affect 
and impulsivity (Path A5B1C1), distress tolerance (A4C3), and negative affect 
and distress tolerance (Paths A5B2C3). However, we predicted no significant 
indirect effects for BPD on physical aggression through impulsivity (Path A6C1), 
negative affect and impulsivity (Path A7B1C1), distress tolerance (A8C3), or 
negative affect and distress tolerance (Paths A7B2C3).  Significant indirect 
effects were predicted for BPD on NSSI through impulsivity (Path A6C2), 
distress tolerance (A8C4), negative affect and impulsivity (Path A7B1C2), and 
negative affect and distress tolerance (Path A7B2C4). However, we predicted no 
significant indirect effects for ASPD on NSSI through impulsivity (Path A3C2), 
distress tolerance (A4C4), negative affect and impulsivity (Path A5B1C2), or 
negative affect and distress tolerance (Path A5B2C4). 
H4: We predicted that multigroup path analyses would reveal significant 































Figure 1. Hypothetical model of personality disorder symptoms and aggressive behaviors mediated by impulsivity, negative affect, 






































and White students. However, the exact nature of these multigroup analyses (i.e., which 
paths would be significantly different for each group) were exploratory in nature.  
Method 
Participants 
 Participants were 520 undergraduate students recruited through a university-based 
online research study recruitment tool (Sona Systems), which allows students to 
volunteer to participate in advertised research studies in return for course credit. 
Participants’ ages ranged from 18 to 57 years (M = 20.52; SD = 4.26), with 20 
participants choosing not to report their age. Approximately 72% of participants (n = 
374) were women, 27.7% were men (n = 144), one participant was transgendered and one 
did not report his/her gender. The majority of the sample was Black or African American 
(44%; n = 229), or White or Caucasian (42.3%; n = 220), followed by multi-racial (6.7%; 
n = 35), Hispanic (3.3%; n = 17), Asian (1.9%; n = 10), and “other race/ethnicity” (1.5%; 
n = 8). With regard to physically aggressive behavior, 27.4% (n = 143) of participants 
responded to the item "I've deliberately damaged someone's property," by saying it was at 
least "Sometimes True." With regard to self-aggressive behavior, or NSSI, 16% (n = 83) 
of participants responded to the item, "When I'm upset, I typically do something to hurt 
myself," by saying it was at least "Sometimes True." In addition, the most endorsed 
forms of NSSI were banging or hitting oneself (16.2%; n = 84), hair pulling (14.4%; n = 
75), pinching (13.5%; n = 70), cutting (13.1%; n = 68), and biting (10.2%; n = 53). 
Procedure 
This study received full approval from the university’s Institutional Review 




brief description stating they would receive a research credit that could apply to a 
psychology course in exchange for their participation in the project:  
This project involves answering several online questionnaires about personality 
characteristics, health-related behaviors, depression, anxiety, non-suicidal self-
injury (defined as ‘intentional, direct, self-inflicted bodily harm without lethal 
intent,’), suicidality, and potentially traumatic experiences. You do not have to 
have experienced or struggled with any of these issues to participate in this 
project. The purpose of our study is to learn more about personality and how it 
relates to mood and behavior. Participation in this project is completely voluntary 
and should take approximately 90 minutes, and you will receive 1.5 credits for 
completing this survey. This project is being conducted by a clinical psychology 
graduate student from the University of Memphis, and has been approved by the 
University’s Institutional Review Board. 
 All participants gave informed consent and then completed a set of online 
questionnaires through online survey software (www.surveymonkey.com). In an attempt 
to recruit more men for the study to achieve an adequate sample size for gender 
comparison analyses, the researcher also received permission to recruit through 
introductory psychology classes in which the study description was altered to include the 
statement, “We are particularly interested in having more men participate in the study.” 
The description was given verbally to the class, and students received a flyer with the 
same description. However, all students who ultimately participated in the study were 






Personality Assessment Inventory (PAI; Morey, 2007). The domains of 
borderline personality and antisocial personality symptoms were assessed using the PAI, 
which is a 344-item self-report measure that requires respondents to rate items on a 4-
point scale from “False, not at all true,” to “Very true.” The PAI includes 22 scales, but 
for this study participants only completed the Antisocial Personality (ANT) and 
Borderline Personality (BOR) scales. Reliability and validity of the PAI has been shown 
across multiple studies with a variety of samples. The PAI-ANT and PAI-BOR scales in 
our sample showed good reliability with Cronbach’s alphas of .80 and .88, respectively.  
Barratt Impulsiveness Scale-11 (BIS-11; Patton, Stanford, & Barratt, 1995). 
Impulsivity was measured by the BIS-11, which is a 30-item self-report measure that 
assesses this construct in three domains: motor impulsivity (“I do things without 
thinking”), attention (“I am restless at the theater or lectures”), and non-planning 
impulsivity (“I am more interested in the present than the future”). Each item is rated by 
the participant on a 4-point scale from “Rarely/Never” to “Almost Always/Always.” 
Good levels of internal consistency have been found within samples of undergraduates, 
substance abuse patients, psychiatric patients, and inmates (α = 0.79 – 0.92; Coffey, 
Schumacher, Baschnagel, Hawk, & Holloman, 2010; Patton et al., 1994). Internal 
consistency for the total score on the BIS-11 in this sample was good (α = 0.84).  
Positive and Negative Affect Scale (PANAS; Watson, Clark, & Tellegen, 1988).  
Negative affect was measured using the PANAS, a self-report instrument that consists of 
two 10-item subscales measuring positive and negative affect.  Participants indicated to 




from 1 (very slightly/not at all) to 5 (extremely).  Sample items from the negative affect 
subscale include “upset,” “nervous,” and “irritable.”  The PANAS-N has been used in 
many studies involving college students (Neal & Carey, 2004), and reliability in this 
sample was good (α = 0.87). 
Distress Tolerance Scale (DTS; Simons & Gaher, 2005). The DTS is a 15-item 
self-report instrument that assesses overall “capacity to experience and withstand 
negative psychological states” (Simons & Gaher, 2005, p. 83). Participants were asked to 
rate each item from 1 (strongly agree) to 5 (strongly disagree). The DTS has recently 
been used in a study examining alcohol consumption, alcohol problems, and positive and 
negative affect in college students (Simons, Gaher, Oliver, Bush, & Palmer, 2005), and it 
has been used in a trauma-exposed community sample (Marshall-Berenz, Vujanovic, 
Bonn-Miller, Bernstein, & Zvolensky, 2010). Internal consistency for this measure in this 
sample was excellent (α = 0.91). 
Aggression Questionnaire (AQ; Buss & Perry, 1992). Physical aggression was 
assessed using the AQ, a 29-item instrument that assesses physical and verbal aggression, 
anger, and hostility. Participants rated each item on a scale of 1 (extremely 
uncharacteristic of me) to 5 (extremely characteristic of me). For these analyses, the 
physical aggression subscale was used in order to parallel the physical nature of NSSI, as 
opposed to using the full AQ score which also includes verbal and emotional aspects of 
aggression. The AQ has been referred to as the “gold standard for the measurement of 
aggression” (Gerevich, Basckai, & Czobor, 2007). The physical aggression subscale 




Inventory of Statements about Self-Injury (ISAS; Klonsky & Glenn, 2009). 
The ISAS is composed of several items that assess methods and frequency of self-
harming behavior, as well as other details pertaining to the participants’ experience of 
NSSI. These include, but are not limited to, age of onset of NSSI, one’s desire to stop 
engaging in NSSI, and whether or not physical pain is experienced during NSSI.  Self-
reported functions of NSSI are also assessed by 39 items that are rated on a scale of 0 
(“Not relevant”), 1 (“Somewhat relevant”), and 2 (“Very relevant”). For this study, the 
number of NSSI incidents reported in the past year was used as the measure of NSSI. 
Analytic Approach 
 All analyses were conducted using Mplus version 6.0. Pearson correlations and t-
tests were used to examine basic associations between demographics, personality 
disorder symptoms, impulsivity, negative affect, distress tolerance, and aggressive 
behaviors. Structural equation modeling (SEM) path analysis was then used to examine a 
hypothesized path model between ASPD, BPD, and aggressive behaviors (see Figure 1). 
The predictors of physical aggression and NSSI were ASPD and BPD, with impulsivity, 
negative affect, and distress tolerance as intervening variables between the personality 
disorder symptoms and the aggressive behaviors. Two items on the PAI scales that 
specifically reference the constructs of physical aggression and NSSI (i.e., “I’ve 
deliberately damaged someone’s property” and “When I’m upset, I typically do 
something to hurt myself,” respectively) were removed from the total scale scores of the 
ANT and BOR subscales for all analyses, including the means and standard deviations 
displayed in the tables. These items were removed to reduce criterion contamination. Age 




 Model fit indices (e.g., Chi-Square Test of Model Fit, Comparative Fit Index, 
Tucker-Lewis Index, Root Mean Square Error of Approximation, and Standardized Root 
Mean Square Residual) were examined. The Modification Indices were also examined to 
determine potential improvements on the model. Confidence intervals for indirect effects 
were calculated using bias-corrected bootstrap procedures with resampling of the original 
data (MacKinnon, Lockwood, & Williams, 2004). 
 Fit Indices. The Chi-Square test of model fit is the discrepancy between the 
unrestricted sample covariance matrix and the restricted covariance matrix. Although the 
chi-square test is traditionally reported in path analysis results, there are several 
limitations to this statistic. For instance, it is sensitive to sample size, such that larger 
sample sizes are more likely to have substantial chi-square values indicative of poor fit. 
However, path analysis requires larger sample sizes. Furthermore, the chi-square statistic 
can become distorted if the data are nonnormally distributed. Because of these and other 
limitations, the chi-square statistic is often not relied upon as a single indicator of model 
fit.  
 Two other commonly used goodness-of-fit measures are the comparative fit index 
(CFI; Bentler, 1990) and the Tucker-Lewis index (TLI; Tucker & Lewis, 1973). Both of 
these indicators compare the fit of the estimated model against a more restrictive baseline 
model. One difference between the CFI and TLI is that the former is normed and 
restricted in range from 0 to 1, with higher values being indicative of better fit. A value 
close to .95 or higher is suggestive of a well-fitting model (Hu & Bentler, 1999). The 
TLI, on the other hand, is a non-normed index whose values may fall outside of the 0-1 




models. In spite of these differences, the interpretations of the TLI value is the same as 
with the CFI.  
 Additionally, the Root Mean Square Error of Approximation (RMSEA) and the 
Standardized Root Mean Square Residual (SRMR), were considered. These indices are 
often referred to as "absolute misfit indices" because they are an indication of how well 
the hypothesized model fits the data, as opposed to the incremental fit indices previously 
mentioned that compare the hypothesized model to a baseline model. Therefore, instead 
of an increase in values being an indication of a better fitting model, as the RMSEA and 
the SRMR approach zero, the goodness-of-fit improves. The RMSEA estimates the lack 
of fit in a model compared to a perfect (saturated) model (Tabachnick & Fidell, 2006). 
The SRMR is the standardized average residual value derived from the fitting of the 
variance-covariance matrix for the hypothesized model to the variance-covariance matrix 
of the sample data. Misfit indices below .08 indicate that the model represents an 
adequate fit to the data (Hu & Bentler, 1995).  
Secondary Analyses. Due to potential gender and racial differences in the 
variables of interest, secondary analyses were conducted. Once the model was 
determined to be an adequate fit to the data and all appropriate modification indices were 
considered, the final model was then tested using multiple group path analyses. Women 
and men were compared by running an initial model in which all paths were constrained 
to be equal across the groups, followed by a model in which all paths were freely 
estimated. A chi-square difference test was then conducted to examine whether the 
constrained and unconstrained models were significantly different from one another, 




significantly different, a series of models would be compared to one another in which 
each individual path is constrained in one model and unconstrained in the comparison 
model. These analyses would indicate which paths were significantly different for women 
versus men. The same series of analyses were also conducted with regard to race. Due to 
inadequate sample sizes for Asian, Hispanic, multi-ethnic, and "other" races, only Black 
or African American participants and White or Caucasian participants were included in 
the multiple group analyses.  
Results 
Preliminary Analyses  
Correlations, means, standard deviations, and ranges of all measures are reported 
in Table 1. Results indicated a significant positive correlation between age and BPD 
symptoms. Age was also significantly inversely correlated with impulsivity. All other 
variables were significantly correlated with each other, with the exception of NSSI and 
physical aggression. All correlations were in the direction predicted in Hypothesis 1. 
Gender (men versus women) and racial (Black versus White) differences were examined 
via t-tests (Tables 2 and 3, respectively). With regard to gender differences, men scored 
significantly higher than women on measures of ASPD, distress tolerance, and physical 
aggression. Women scored higher than men on measures of BPD and negative affect. 
There were no gender differences in age, impulsivity, or NSSI. With regard to racial 
differences, White participants scored significantly higher than Black participants on 
measures of ASPD, impulsivity, negative affect, and NSSI. Black participants scored 
higher than White participants on physical aggression. There were no racial differences 





Descriptive Statistics and Correlations among Demographic Variables, Predictor Variables, and Outcome Measures 
Measures 1 2 3 4 5 6 7 8 
1. Age -        
2. PAI-ANT -.07 -       
3. PAI-BOR    -.12**   .41*** -      
4. BIS-11  -.10*   .54*** .52*** -     
5. PANAS-N -.05   .23*** .54***     .37*** -    
6. DTS  .03 -.12** -.52***    -.26*** -.49*** -   
7. AQ -.06   .41*** .40***     .33***  .16*** -.18*** -  
8. ISAS
 
-.03   .12*** .25*** .11*  .22*** -.24*** .08 - 
N 520 520 519 516 510 512 496 520 
Mean 20.52 54.76 59.80 62.47 21.33 3.20 21.38 27.22 
SD 4.26 8.87 11.54 10.82 7.70 0.84 7.26 91.16 
Range 18-57 36-83 33-96 33-93 7-46 1-5 9-45 0-500 
Note: PAI-ANT = Personality Assessment Inventory Antisocial-Personality scale (modified). PAI-BOR = Personality Assessment 
Inventory-Borderline Personality scale (modified). BIS-11 = Barratt Impulsivity Scale. PANAS-N = Negative affect subscale from the 
Positive and Negative Affect Scale. DTS = Distress Tolerance Scale. AQ = Aggression Questionnaire. ISAS = Inventory of 





Gender Differences in Predictor and Outcome Variables 
 Women Men df t 
Age 20.46 (4.19) 20.71 (4.48) 516  0.59 
PAI-ANT 53.47 (8.42) 58.12 (9.21) 516       5.49*** 
PAI-BOR 60.75 (11.91) 57.19 (10.11) 515    -3.18** 
BIS-11 62.01 (11.24) 63.66 (9.66) 512  1.55 
PANAS-N 21.83 (8.03) 20.06 (6.70) 506   -2.33* 
DTS 3.12 (0.84) 3.43 (0.82) 508       3.80*** 
AQ 20.96 (7.19) 22.45 (7.38) 492   2.05* 
ISAS
 
26.74 (91.24) 28.77 (91.83) 516 0.23 
Note: PAI-ANT = Personality Assessment Inventory-Antisocial Personality scale 
(modified). PAI-BOR = Personality Assessment Inventory-Borderline Personality scale 
(modified). BIS-11 = Barratt Impulsivity Scale. PANAS-N = Negative affect subscale 
from the Positive and Negative Affect Scale. DTS = Distress Tolerance Scale. AQ = 
Aggression Questionnaire. ISAS = Inventory of Statements About Self-Injury total NSSI 











Age 20.88 (4.96) 20.15 (3.26) 447   1.84 
PAI-ANT 52.93 (8.10) 56.25 (9.33) 447       -4.04*** 
PAI-BOR 59.69 (11.67) 59.75 (11.70) 446 -0.06 
BIS-11 61.03 (11.00) 64.25 (10.39) 445    -3.18** 
PANAS-N 19.98 (7.35) 22.64 (7.77) 440      -3.70*** 
DTS 3.21 (0.83) 3.19 (0.84) 442 0.36 
AQ 22.76 (7.13) 19.88 (7.16) 431      4.19*** 
ISAS
 
11.76 (51.85) 39.14 (113.38) 447   -3.31** 
Note: Due to inadequate sample sizes for Asian, Hispanic, Multi-ethnic, and “Other” 
races, only Black or African American participants and White or Caucasian participants 
were included in the multiple group analyses. PAI-ANT = Personality Assessment 
Inventory-Antisocial Personality scale (modified). PAI-BOR = Personality Assessment 
Inventory-Borderline Personality scale (modified). BIS-11 = Barratt Impulsivity Scale. 
PANAS-N = Negative affect subscale from the Positive and Negative Affect Scale. DTS 
= Distress Tolerance Scale. AQ = Aggression Questionnaire. ISAS = Inventory of 
Statements About Self-Injury total NSSI frequency.   






Total Sample Path Analysis 
 The initial model proposed in Hypothesis 2 (Figure 1) was tested with the total 
sample. Fit statistics are reported in Table 4 and a diagram of path coefficients is shown 
in Figure 2. All hypothesized paths were significant and in the expected direction, with 
the exception of the path from ASPD to distress tolerance, the path from impulsivity to 
NSSI, and the path from ASPD to negative affect. Interestingly, although the preliminary 
analyses showed the correlation of ASPD with distress tolerance was negative (i.e., 
higher ASPD symptoms were associated with lower ability to tolerate distress), after all 
variables were entered into the model, the path from ASPD to distress tolerance was 
significantly positive. In other words, higher ASPD symptoms were associated with a 
better ability to tolerate distress. Fit statistics indicated that the model was an adequate fit 
to the data. Potential modification indices were considered to improve model fit. 
However, none of the suggested modifications were suitable given the theoretical 
implications of the paths (e.g., physical aggression predicting BPD), and it has been 
suggested that adding paths suggested by modification indices is only appropriate when 
the suggested paths are consistent with the originally proposed research question (i.e., 
factors predicting physical aggression and NSSI). Fit statistics of the final model with 
nonsignificant paths removed are shown in Table 4. 
Total Sample Indirect Effects 
 Indirect effects from BPD and ASPD to NSSI and physical aggression were 
considered via impulsivity, negative affect, and distress tolerance, as referenced in 
Hypothesis 3. Although direct paths from impulsivity to NSSI and from ASPD to 





Fit Statistics of the Hypothesized Path Model for the Total Sample 
       90% C.I.  
Model χ
2
 df p CFI TLI RMSEA Lower Upper SRMR 
1 33.76 9 0.00 0.97 0.92 0.07 0.05 0.10 0.03 
2 34.15 12 0.00 0.98 0.94 0.06 0.04 0.08 0.03 
Note: Model 1 = Hypothesized model for the total sample. Model 2 = Hypothesized 















































Figure 2. Diagram of path coefficients of the hypothesized model for the total sample. 
Note: Solid black lines denote significant paths. Dotted lines denote nonsignificant paths. ASPD = Antisocial Personality Disorder 
symptom severity. BPD = Borderline Personality Disorder symptom severity. NSSI = Non-suicidal Self-injury frequency.  























considered with regard to indirect effects. Given that the significance of an indirect effect 
is determined by the product of the path coefficients, it is possible to have a 
nonsignificant direct path but find that there is a significant indirect effect that includes 
that path (Zhao, Lynch, & Chen, 2010). As previously stated, confidence intervals for 
indirect effects were calculated using bias-corrected bootstrap procedures with 
resampling of the original data  (MacKinnon et al., 2004). Results of all total and specific 
indirect effects are listed in Table 5. 
 Indirect Effects from ASPD to Physical Aggression. The total sum of indirect 
effects from ASPD to physical aggression was nonsignificant, sum of indirect effects = 
0.04, CI = [-0.01 - 0.08], p = .10. All specific indirect effects were not statistically 
significant, with the exception of the specific indirect effect from ASPD to physical 
aggression via impulsivity, indirect effect = 0.05, CI = [0.01 - 0.09], p < .05. 
 Indirect Effects from BPD to Physical Aggression. The total sum of indirect 
effects from BPD to physical aggression was significant, sum of indirect effects = 0.10, 
CI = [0.05 - 0.16], p < .01. Furthermore, all specific indirect effects from BPD to physical 
aggression via impulsivity, negative affect, and distress tolerance, were significant, all p's 
< .05.  
 Indirect Effects from ASPD to NSSI. The total sum of indirect effects from 
ASPD to NSSI was not significant, sum of indirect effects = -0.03, CI = [-0.08 - 0.03], p 
= .31. In addition, all specific indirect effects from ASPD to NSSI via impulsivity, 
negative affect, and distress tolerance, were nonsignificant, all p's > .05. 
 Indirect Effects from BPD to NSSI. The total sum of indirect effects from BPD 





Indirect Effects within Hypothesized Model for the Total Sample 
  
Standardized 
95% C.I.   
Indirect Paths 
Standardized 
Estimate Lower Upper SE p 
Sum of Indirect Effects for ASPD → Physical Aggression  0.04 -0.01 0.08 0.02   0.10 
ASPD → Impulsivity → Physical Aggression  0.05 0.01 0.09 0.02 < .05 
ASPD → Distress Tolerance → Physical Aggression -0.01 -0.03 0.00 0.01   0.07 
ASPD → Negative Affect → Impulsivity → Physical Aggression  0.00 -0.00 0.00 0.00   0.90 
ASPD → Negative Affect → Distress Tolerance → Physical 
Aggression 
 0.00 -0.00 0.00 0.00   0.90 
Sum of Indirect Effects for BPD → Physical Aggression  0.10 0.05 0.16 0.03 < .01 
BPD → Impulsivity → Physical Aggression  0.04 0.00 0.07 0.02 < .05 
BPD → Distress Tolerance → Physical Aggression  0.04 0.00 0.08 0.02 < .05 
BPD → Negative Affect → Impulsivity → Physical Aggression  0.01 0.00 0.02 0.00 < .05 
BPD → Negative Affect → Distress Tolerance → Physical Aggression  0.02 0.00 0.03 0.01 < .05 
Sum of Indirect Effects for ASPD → NSSI -0.03 -0.08 0.03 0.03   0.31 
ASPD → Impulsivity → NSSI -0.01 -0.06 0.04 0.02   0.63 
ASPD → Distress Tolerance → NSSI -0.02 -0.03 0.00 0.01   0.07 
ASPD → Negative Affect → Impulsivity → NSSI  0.00 -0.00 0.00 0.00   0.95 
ASPD → Negative Affect → Distress Tolerance → NSSI  0.00 -0.00 0.00 0.00   0.90 
Sum of Indirect Effects for BPD → NSSI  0.07 0.00 0.14 0.03 < .05 
BPD → Impulsivity → NSSI -0.01 -0.04 0.03 0.02   0.63 
BPD → Distress Tolerance → NSSI  0.06 0.01 0.11 0.03 < .05 
BPD → Negative Affect → Impulsivity → NSSI -0.00 -0.01 0.01 0.00   0.65 
BPD → Negative Affect → Distress Tolerance → NSSI  0.02 0.00 0.04 0.01 < .05 
Note: ASPD = Antisocial Personality Disorder symptom severity. BPD = Borderline Personality Disorder symptom severity. NSSI = 





indirect effect from BPD to NSSI via impulsivity was not significant. The indirect effect 
from BPD to NSSI via negative affect and impulsivity was also not significant, indirect 
effect = -0.00, CI = [-0.01 - 0.01], p = .65. However, the indirect effect from BPD to 
NSSI via distress tolerance, and the indirect effect from BPD to NSSI via negative affect 
and distress tolerance, were significant, p's < .05. 
Multigroup Analysis 
 Multigroup path analysis addresses whether group membership within a sample 
moderates the paths specified in the model (Kline, 1998). This is achieved by imposing 
the assumption of equality across groups via constraints on path coefficients (Kline, 
1998). The constrained and unconstrained models' chi-square statistics are then compared 
to each other. If the fit of the constrained model is significantly different from the 
unconstrained model, the direct effects are said to differ between the groups (Kline, 
1998). In the current study, separate multigroup analyses were conducted to determine 
whether gender and race moderated the baseline model, as stated in Hypothesis 4. 
 Analysis of Gender Differences. The baseline model was run with paths 




= 63.64, p < .01; CFI = 0.97; TLI 
= 0.96; RMSEA = 0.05, CI = [0.03 - 0.07]; SRMR = .06. The baseline model was then 





52.77, p < .01; CFI = 0.97; TLI = 0.93; RMSEA = 0.07, CI = [0.04 - 0.09]; SRMR = .03. 
Results of the path analysis separated by gender is illustrate in Figures 3 and 4. Indirect 
effects were examined separately for women and men as well and are reported in Tables 












































Figure 3. Diagram of path coefficients of the finalized model for women (n = 374). 
Note: Solid black lines denote significant paths. Dotted lines denote nonsignificant paths. ASPD = Antisocial Personality Disorder 
symptom severity. BPD = Borderline Personality Disorder symptom severity. NSSI = Non-suicidal Self-injury frequency.  































































Figure 4. Diagram of path coefficients of the finalized model for men (n = 144). 
Note: Solid black lines denote significant paths. Dotted lines denote nonsignificant paths. ASPD = Antisocial Personality Disorder 
symptom severity. BPD = Borderline Personality Disorder symptom severity. NSSI = Non-suicidal Self-injury frequency.  
























Standardized Indirect Effects within the Finalized Model for Women 
  
Standardized 
95% C.I.   
Indirect Paths 
Standardized 
Estimate Lower Upper SE p 
Sum of Indirect Effects for ASPD → Physical Aggression 0.05 -0.01 0.10 0.03   0.10 
ASPD → Impulsivity → Physical Aggression 0.06 0.01 0.11 0.03  < .05 
ASPD → Distress Tolerance → Physical Aggression -0.01 -0.03 0.01 0.01   0.16 
Sum of Indirect Effects for BPD → Physical Aggression 0.12 0.05 0.18 0.03  < .01 
BPD → Impulsivity → Physical Aggression 0.04 -0.00 0.08 0.02   0.06 
BPD → Distress Tolerance → Physical Aggression 0.05 0.00 0.10 0.02   0.05 
BPD → Negative Affect → Impulsivity → Physical Aggression 0.01 -0.00 0.02 0.01   0.07 
BPD → Negative Affect → Distress Tolerance → Physical Aggression 0.02 0.00 0.03 0.01  < .05 
Sum of Indirect Effects for ASPD → NSSI -0.02 -0.04 0.00 0.01   0.08 
ASPD → Distress Tolerance → NSSI -0.02 -0.04 0.00 0.01   0.08 
Sum of Indirect Effects for BPD → NSSI 0.11 0.05 0.18 0.03  < .01 
BPD → Distress Tolerance → NSSI 0.08 0.03 0.13 0.03  < .01 
BPD → Negative Affect → Distress Tolerance → NSSI 0.03 0.01 0.05 0.01  < .01 
Note: ASPD = Antisocial Personality Disorder symptom severity. BPD = Borderline Personality Disorder symptom severity. NSSI = 






Standardized Indirect Effects within the Finalized Model for Men 
  
Standardized 
95% C.I.   
Indirect Paths 
Standardized 
Estimate Lower Upper SE p 
Sum of Indirect Effects for ASPD → Physical Aggression 0.02 -0.04 0.08 0.03 0.45 
ASPD → Impulsivity → Physical Aggression 0.03 -0.02 0.08 0.03 0.28 
ASPD → Distress Tolerance → Physical Aggression -0.01 -0.03 0.02 0.01 0.59 
Sum of Indirect Effects for BPD → Physical Aggression 0.08 -0.01 0.18 0.05 0.09 
BPD → Impulsivity → Physical Aggression 0.04 -0.03 0.10 0.03 0.27 
BPD → Distress Tolerance → Physical Aggression 0.03 -0.03 0.08 0.03 0.35 
BPD → Negative Affect → Impulsivity → Physical Aggression 0.01 -0.01 0.02 0.01 0.44 
BPD → Negative Affect → Distress Tolerance → Physical Aggression 0.02 -0.02 0.05 0.02 0.32 
Sum of Indirect Effects for ASPD → NSSI -0.00 -0.03 0.03 0.02 0.86 
ASPD → Distress Tolerance → NSSI -0.00 -0.03 0.03 0.02 0.86 
Sum of Indirect Effects for BPD → NSSI 0.02 -0.10 0.14 0.06 0.76 
BPD → Distress Tolerance → NSSI 0.01 -0.07 0.09 0.04 0.76 
BPD → Negative Affect → Distress Tolerance → NSSI 0.01 -0.04 0.05 0.02 0.76 









= 10.87, p > .05, suggesting there is not a significant 
difference for the model for women versus men.  
 Analysis of Racial Differences. The model was run with paths constrained to be 




= 80.48, p < .01; CFI = 0.95; TLI = 0.93; 
RMSEA = 0.07, CI = [0.05 - 0.09]; SRMR = .07. The model was then run with all paths 




= 46.75, p < .01; CFI = 
0.97; TLI = 0.93; RMSEA = 0.07, CI = [0.04 - 0.09]; SRMR = .04. Results of the path 
analysis separated by race is illustrated in Figures 5 and 6. Indirect effects for Black and 
White students are reported in Tables 8 and 9. The difference between the chi-square 




= 33.735, p < .01, suggesting the model 
was significantly different for Black versus White students. 
 Given this significant finding, a series of analyses were conducted in which the 
model was run with each path constrained, one at a time, and compared to the 
unconstrained model. If the constrained model had significantly worse fit (i.e., significant 
chi-square difference test), then the path was said to vary significantly by race. Results of 
these multigroup analyses are listed in Table 10. Two paths differed significantly for 




= 4.89, p < 




= 7.59, p < .05. The chi-square difference for 




= 3.40, p < .10. 
Discussion 
The present study examined a model of potential pathways to aggressive 
behaviors through personality disorder symptoms, impulsivity, negative affect, and 














































Figure 5. Diagram of path coefficients of the finalized model for Black students (n = 229). 
Note: Solid black lines denote significant paths. Dotted lines denote nonsignificant paths. ASPD = Antisocial Personality Disorder 
symptom severity. BPD = Borderline Personality Disorder symptom severity. NSSI = Non-suicidal Self-injury frequency.  
†































































Figure 6. Diagram of path coefficients of the finalized model for White students (n = 220). 
Note: Solid black lines denote significant paths. Dotted lines denote nonsignificant paths. ASPD = Antisocial Personality Disorder 
symptom severity. BPD = Borderline Personality Disorder symptom severity. NSSI = Non-suicidal Self-injury frequency.  
























Standardized Indirect Effects within the Finalized Model for Black Students 
  
Standardized 
95% C.I.   
Indirect Paths 
Standardized 
Estimate Lower Upper SE p 
Sum of Indirect Effects for ASPD → Physical Aggression  0.04 -0.01 0.09 0.03   0.15 
ASPD → Impulsivity → Physical Aggression  0.05  0.01 0.08 0.02  < .05 
ASPD → Distress Tolerance → Physical Aggression -0.01 -0.03 0.01 0.01   0.44 
Sum of Indirect Effects for BPD → Physical Aggression  0.14  0.07 0.22 0.04  < .001 
BPD → Impulsivity → Physical Aggression  0.07  0.01 0.13 0.03  < .05 
BPD → Distress Tolerance → Physical Aggression  0.04 -0.01 0.10 0.03   0.14 
BPD → Negative Affect → Impulsivity → Physical Aggression  0.02 -0.00 0.03 0.01   0.07 
BPD → Negative Affect → Distress Tolerance → Physical Aggression  0.01 -0.00 0.03 0.01   0.12 
Sum of Indirect Effects for ASPD → NSSI -0.01 -0.05 0.02 0.02   0.42 
ASPD → Distress Tolerance → NSSI -0.01 -0.05 0.02 0.02   0.42 
Sum of Indirect Effects for BPD → NSSI  0.09 -0.01 0.18 0.05   0.07 
BPD → Distress Tolerance → NSSI  0.07 -0.01 0.14 0.04   0.08 
BPD → Negative Affect → Distress Tolerance → NSSI  0.02 -0.01 0.05 0.02   0.15 
Note: ASPD = Antisocial Personality Disorder symptom severity. BPD = Borderline Personality Disorder symptom severity. NSSI = 






Standardized Indirect Effects within the Finalized Model for White Students 
  
Standardized 
95% C.I.   
Indirect Paths 
Standardized 
Estimate Lower Upper SE P 
Sum of Indirect Effects for ASPD → Physical Aggression  0.06 -0.03 0.15 0.05 0.19 
ASPD → Impulsivity → Physical Aggression  0.07 -0.02 0.15 0.04 0.12 
ASPD → Distress Tolerance → Physical Aggression -0.01 -0.02 0.01 0.01 0.44 
Sum of Indirect Effects for BPD → Physical Aggression  0.09 -0.01 0.18 0.05 0.07 
BPD → Impulsivity → Physical Aggression  0.04 -0.02 0.09 0.03 0.21 
BPD → Distress Tolerance → Physical Aggression  0.03 -0.03 0.10 0.04 0.33 
BPD → Negative Affect → Impulsivity → Physical Aggression  0.01 -0.01 0.02 0.01 0.43 
BPD → Negative Affect → Distress Tolerance → Physical Aggression  0.01 -0.01 0.03 0.01 0.30 
Sum of Indirect Effects for ASPD → NSSI -0.01 -0.03 0.02 0.01 0.57 
ASPD → Distress Tolerance → NSSI -0.01 -0.03 0.02 0.01 0.57 
Sum of Indirect Effects for BPD → NSSI  0.04 -0.07 0.16 0.06 0.44 
BPD → Distress Tolerance → NSSI  0.03 -0.05 0.12 0.04 0.44 
BPD → Negative Affect → Distress Tolerance → NSSI  0.01 -0.02 0.04 0.02 0.47 
Note: ASPD = Antisocial Personality Disorder symptom severity. BPD = Borderline Personality Disorder symptom severity. NSSI = 






Chi-Square Difference Tests for Specific Paths as a Function of Race 
Path Chi-Square Difference 
Impulsivity → Physical Aggression 0.09 
Distress tolerance → Physical Aggression 0.16 
ASPD → Physical Aggression   4.89* 
Distress tolerance → NSSI 0.00 
BPD → NSSI     7.59** 
Negative affect → Impulsivity 1.61 
ASPD → Impulsivity  3.40
†
 
BPD → Impulsivity 2.11 
Negative affect → Distress tolerance 0.22 
BPD → Distress tolerance 0.49 
ASPD → Distress tolerance 0.00 
BPD → Negative affect 0.00 
Note: ASPD = Antisocial Personality Disorder symptom severity. BPD = Borderline 
Personality Disorder symptom severity. NSSI = Non-suicidal Self-injury frequency.  
†





investigate whether or not similar pathways exist from ASPD and BPD traits to their 
respective aggressive behaviors of physical aggression toward others and NSSI in order 
to examine whether ASPD and BPD are "mirror image disorders" (Paris, 1997). Several 
of the study hypotheses were partially or fully supported. Others, however, were not 
supported by the findings of this study. 
Hypothesis 1 
As predicted, based on prior work (Fossati et al., 2004; Grant et al., 2008; 
Zanarini et al., 1998), ASPD and BPD were positively correlated with each other, 
highlighting the importance of accounting for the issue of diagnostic overlap when 
investigating either disorder.  It was also hypothesized that ASPD and BPD would both  
be positively correlated with measures of physical aggression and NSSI, with ASPD 
being more highly correlated with physical aggression than NSSI, and BPD being more 
highly correlated with NSSI than physical aggression. ASPD and BPD were both 
positively correlated with measures of physical aggression and NSSI, and both were more 
highly correlated with physical aggression than NSSI. These results indicate a need for 
further research on physical aggression within the context of BPD symptoms, an area that 
is currently understudied. This line of research is further supported by the finding of 
indirect effects in the model from BPD symptoms to physical aggression when 
accounting for ASPD symptoms, as discussed below. Furthermore, we predicted that 
ASPD, BPD, physical aggression, and NSSI would be correlated with impulsivity 
(positively), negative affect (positively), and distress tolerance (negatively). This 
hypothesis was supported. However, as discussed further below, the relations between 





The hypothesized baseline model (Figure 1) was largely supported by the data. In 
terms of direct effects, we predicted a direct effect of ASPD on physical aggression, a 
direct effect of BPD on NSSI, and significant pathways between the personality disorder 
symptoms and the three mechanisms of impulsivity, negative affect, and distress 
tolerance. These predictions were supported, with the exception of the pathway from 
ASPD to negative affect. Although ASPD was initially positively correlated with 
negative affect, once BPD symptoms were accounted for, this relation was no longer 
significant. In addition, the association between ASPD and distress tolerance was 
significant and negative, such that higher ASPD symptoms were associated with less of 
an ability to tolerate distress. However, when BPD symptoms were accounted for by way 
of the path analysis model, ASPD and distress tolerance were significantly positively 
related. In other words, ASPD symptoms were not associated with level of negative 
affect, and higher levels of ASPD symptoms were associated with a better ability to 
tolerate distress.  
This finding that ASPD symptoms are associated with increased distress tolerance 
is contrary to the few studies that have been published thus far on ASPD and distress 
tolerance (Daughters et al., 2008; Sargeant et al., 2011). One strength of the current study 
that may account for the differences in results is that the model accounted for BPD 
symptoms. Also, the current study sample consisted of college students, as opposed to the 
samples of substance users from a residential treatment facility in the previous studies. It 
is also possible that the results of this study differ from prior findings in part because the 




time in which an individual is able to participate in a psychologically stressful task), 
whereas the current study used a paper-and-pencil measure of the construct. Research has 
shown discrepancies between behavioral and paper-and-pencil measures (Bernstein, 
Marshall, & Zvolensky, 2011; McHugh et al., 2011). Although behavioral assessment is 
often considered methodologically superior to the self-report method, it is likely that 
behavioral measures of distress tolerance and self-report measures of distress tolerance 
are tapping into different yet equally important aspects of this phenomenon. In fact, this 
issue of construct validity for distress tolerance has been discussed in the literature as a 
problem of "construct-method confound" (Leyro et al., 2010). That is to say, behavioral 
and self-report methods differ in what they assess (i.e., behavioral acts of withstanding 
distress versus perceived ability to withstand distress) as well as how they assess distress 
tolerance methodologically. Future studies on the relation between ASPD, BPD, distress 
tolerance, and aggressive behaviors would benefit from a multi-method approach to 
measuring distress tolerance. 
The finding of ASPD symptoms being related to higher levels of distress 
tolerance may also be due to the effect of psychopathy, a psychological construct that has 
been studied in conjunction with ASPD but is not a formal diagnosis in DSM-IV-TR. 
Research suggests there are two factors of psychopathy: F1 type is characterized by the 
"selfish, callous, and remorseless use of others" and F2 the "chronically unstable, 
antisocial, and socially deviant lifestyle," (Hare, 1991). Psychopathy is considered a more 
severe personality pathology than ASPD. For instance, although approximately 75% of 
prison inmates meet criteria for ASPD, only 15-25% are estimated to be classified as 




populations, it has been studied in college samples (Crawley & Martin, 2006; Salekin, 
Tobst, & Krioukova, 2001; Sellbom & Phillips, 2012). It is possible that if ASPD and 
psychopathy were differentiated in the model, ASPD would show a significant positive 
association with negative affect and distress tolerance. Indeed, the study conducted by 
Sargeant and colleagues (2011) found a differential relation between ASPD, 
psychopathy, and distress tolerance, such that ASPD was associated with lower distress 
tolerance, and psychopathy was associated with higher levels of distress tolerance. The 
Personality Assessment Inventory scale for ASPD (PAI-ANT) used in this study is 
designed to assess "personality and behavioral features relevant to the constructs of 
antisocial personality disorder and psychopathy" (Morey, 1991, p. 18). However, a study 
investigating the use of the PAI-ANT scale to assess psychopathy found that it primarily 
assesses behavioral symptoms (more consistent with the DSM-IV-TR diagnosis of ASPD) 
rather than the interpersonal and affective deficits of psychopathy (Edens, Hart, Johnson, 
& Johnson, 2000). Therefore, the PAI-ANT scale should not be used as a measure of 
psychopathy, which is consistent with literature suggesting self-report measures of 
psychopathy have significant limitations and should generally not be used in place of 
structured interviews (Edens et al., 2000). Future studies should account for symptoms of 
psychopathy as well as ASPD and BPD in order to have further diagnostic clarification.  
With regard to the other direct effects predicted in the baseline model, as 
hypothesized, negative affect had a significant direct effect on impulsivity and on distress 
tolerance, such that increased negative affect was associated with higher levels of 
impulsivity and a decreased ability to tolerate distress. However, the relations between 




with our hypotheses. Interestingly, the pathway from impulsivity to NSSI was not 
significant. Although previous studies have found that impulsivity is a factor in NSSI 
(e.g., Glenn & Klonsky, 2010; Janis & Nock, 2009), there is also evidence that there are 
subtypes of self-injurers who do not report engaging in NSSI on impulse (Bracken-
Minor, McDevitt-Murphy, & Parra, 2012; Klonsky & Olino, 2008). Subtypes of self-
injurers who engage in more severe forms of NSSI (e.g., cutting and burning) for emotion 
regulation purposes and report high levels of depression, BPD symptoms, and suicidality, 
also tend to  report significant latency (more than an hour) between the thought of NSSI 
and the actual act of injuring themselves. Conversely, there are other subtypes of self-
injurers that typically engage in less severe NSSI methods (e.g., wound picking, hair 
pulling, banging or hitting oneself) that engage in NSSI on a more impulsive basis (i.e., 
taking less than an hour between the thought of NSSI and the act). Overall, this research 
suggests that for some, NSSI may be driven less by impulsivity and is used as a planned, 
intentional act with a desired outcome, such as relieving distress. 
Hypothesis 3 
 With respect to indirect effects, we predicted significant indirect effects for ASPD 
on physical aggression through a) impulsivity, b) negative affect and impulsivity, c) 
distress tolerance, and d) negative affect and distress tolerance. However, the only 
significant indirect effect was from ASPD to physical aggression through impulsivity. 
Impulsivity is listed as a symptom of ASPD, and it has been found in previous research to 
contribute to aggressive behavior in prison samples with ASPD (Barratt et al., 1997; 
Komarovskaya et al., 2007; Moeller & Dougherty, 2001), and one study of undergraduate 




association with negative affect and was related to increased distress tolerance, it is not 
surprising that negative affect and distress tolerance were not found to be pathways from 
ASPD to physical aggression. It appears that in this sample, physical aggression in 
individuals with high levels of ASPD is generally a result of acting without forethought, 
but not as a result of negative affect or an attempt to regulate negative affect.  
 In contrast, contrary to predictions, all indirect effects for BPD on physical 
aggression were significant. Specifically, indirect effects from BPD to physical 
aggression through a) impulsivity, b) negative affect and impulsivity, c) distress 
tolerance, and d) negative affect and distress tolerance, were all significant. These results 
are not consistent with other studies that have examined BPD's relation with physical 
aggression when accounting for ASPD symptoms (Fossati et al., 2004; Newhill et al., 
2009). However, other studies have shown that ASPD and BPD are both independently 
predictive of physical violence (Ross & Babcock, 2009; Warren et al., 2002). Regardless, 
our findings suggest that physical aggression in individuals with BPD symptoms occurs 
as a result of multiple mechanisms and potentially serves multiple functions, even when 
accounting for the influence of ASPD. More research is needed in this area, particularly 
in non-clinical samples, such as college students, who engage in risky and physically 
aggressive behaviors. 
 Significant indirect effects were predicted for BPD on NSSI through a) 
impulsivity, b) distress tolerance, c) negative affect and impulsivity, and d) negative 
affect and distress tolerance. The pathway from BPD to NSSI through impulsivity, and 
through negative affect and impulsivity, were not significant. As previously stated, 




consistent with other research using college samples suggesting it may serve as a 
premeditated, planned attempt at managing distress. Finally, as predicted, there were no 
significant indirect effects for ASPD on NSSI through impulsivity, distress tolerance, 
negative affect and impulsivity, or negative affect and distress tolerance.  
Hypothesis 4 
 Exploratory multi-group path analyses were conducted to examine potential 
gender and racial differences. Gender differences were not found for the model, 
suggesting that for this sample, pathways from personality disorder symptoms to 
aggressive behaviors are similar for men and women. This result was found even though 
correlations initially showed gender differences in levels of ASPD, BPD, negative affect, 
distress tolerance, and physical aggression (but not impulsivity or NSSI), suggesting that 
although men may engage in more physical aggression, for instance, the pathways from 
ASPD and BPD to physical aggression are similar for men and women. These findings 
are not consistent with Beauchaine and colleagues' (2009) and Paris's (1997) theories of 
ASPD and BPD being similar disorders that are differentiated by gender-based 
behavioral manifestations of their shared underlying characteristics. However, future 
studies may benefit from using a more fine-grained assessment of gender influences. It is 
possible that using broad measures of masculinity and femininity may reveal the 
differences theorized, as opposed to relying on a dichotomous self-report of gender.  
 Racial differences were discovered with regard to the overall model. However, 
upon comparing White and Black students on the specific pathways within the model, 
only two significant differences were found: the pathways from ASPD to physical 




was stronger for Black students than White students, and the pathway from BPD to NSSI 
was stronger for White students. Although this author is not aware of any studies 
investigating race, ASPD, and physical aggression, there are studies of racial and ethnic 
differences in psychopathy and violence, particularly in forensic or correctional samples 
(Vitacco, Neumann, & Jackson, 2005; Walsh & Kosson, 2007; Walsh, Swogger, & 
Kosson, 2004). Walsh and Kosson (2007) examined race, socioeconomic status (SES), 
psychopathy, and violence in a sample of approximately 200 male inmates who were 
serving sentences of one year or less for felony or misdemeanor convictions in a county 
jail. Results showed a three-way ethnicity X SES X Psychopathy interaction for 
predicting violence. For White inmates, psychopathy predicted violence at lower levels of 
SES, but it was unrelated to violence at higher levels of SES. However, psychopathy 
predicted violence consistently across SES levels for Black inmates. The authors posited 
that this finding may be due to overall ethnic differences on factors such as childhood 
exposure to violence, concentrated poverty, and neighborhood characteristics (Walsh & 
Kosson, 2007). Sampson, Morenoff, and Raudenbush (2005) examined risk factors of 
violence in approximately 3,000 residents of Chicago neighborhoods over three time 
points from 1995 to 2002. Findings indicated that the odds of perpetrating violence were 
85% higher for Blacks compared to Whites. Approximately 60% of this racial disparity 
was explained by marital status of parents, immigrant generation, and neighborhood 
characteristics of concentrated disadvantage, residential stability, and percentage of 
professional/managerial workers (Sampson et al., 2005). Although the study by Sampson 




difficult to envision how these risk factors can exacerbate the relation between ASPD 
symptoms and violent behaviors.  
 The finding that the pathway from BPD to NSSI was stronger for White students 
than Black students is consistent with at least one study that looked at difference between 
Black and White individuals' BPD symptom presentation (Newhill et al., 2009). Black 
individuals with BPD experience emotions as being more intense and experience more 
emotional dysregulation than White individuals with BPD. However, Black individuals 
also experience more positive emotions, a lower frequency of thoughts of self-aggression 
(suicidal and NSSI), and are less likely to engage in those behaviors. It is not clear what 
protective factors account for these differences in NSSI, but it is consistent with research 
showing lower rates of suicidality among Black individuals (Garlow, Purselle, & 
Heninger, 2005). With regard to racial differences in protective factors for suicide in 
African Americans as compared to Caucasians, there is evidence that higher levels of 
hopefulness, intrinsic religiosity and frequency of church attendance, and social support 
serve as protective factors for African Americans compared to Caucasians (Davidson & 
Wingate, 2011; Kaslow et al., 2005). It is possible that these or similar factors increase 
resiliency in African Americans, making them less likely to engage in NSSI. 
ASPD and BPD: Mirror Image Disorders? 
   Some researchers have posited that ASPD and BPD are “mirror-image 
disorders” from a single multifinal etiology in which the behavioral outcomes are a result 
of different gender-based expressions of common underlying characteristics (Beauchaine 
et al., 2009; Paris, 1997). In spite of evidence supporting this view, the relations between 




previously been explicitly examined. Results from the present study suggest that although 
overlap exists with these two personality disorders, overall there are different pathways to 
aggressive behaviors. Impulsivity was the primary mechanism for ASPD and physically 
aggressive behavior in this sample. However, BPD symptoms were related to physically 
aggressive behavior as well, even when accounting for ASPD symptoms. Additionally, 
the mechanisms linking BPD to physical aggression included impulsivity, negative affect, 
and distress tolerance and the mechanisms linking BPD to NSSI did not include 
impulsivity. If these disorders were best conceptualized as mirror images of one another, 
it would be expected that the same mechanisms would be responsible for linking ASPD 
and BPD and their respective behavioral indicators (physical aggression for ASPD and 
NSSI for BPD). The idea that these behaviors are gender-based expressions of common 
underlying characteristics was also not supported. Although correlations supported 
gender differences in physical aggression, with men exhibiting higher levels of physical 
aggression than women, there were no gender differences in rates of NSSI, and the multi-
group path analysis did not reveal gender differences in the overall model.  
Implications for Diagnosis and Treatment 
 The results suggest that ASPD and BPD are best conceptualized as distinct 
disorders with disparate mechanisms for aggressive behaviors. However, given the 
overlap in symptoms and risk factors, as well as potential gender and racial biases that 
exist for clinicians (Crosby & Sprock, 2004; Eubanks-Carter & Goldfried, 2006; Samuel 
& Widiger, 2009), it is imperative that care is used in applying the appropriate diagnosis. 
Additionally, given that the present findings are based on a college sample and ASPD 




individuals can experience clinically significant distress and significant negative 
consequences even when their symptoms are below the diagnostic threshold. Future 
versions of DSM may involve shifting from a dichotomous diagnostic approach to a 
dimensional approach (Miller et al., 2012). Therefore, it may be more important to 
address specific ASPD or BPD traits that exist for that particular client. These may or 
may not involve physical aggression or NSSI. In either case, addressing issues of 
impulsivity may be more relevant for individuals with ASPD and problems with physical 
aggression, whereas impulsivity, negative affect, and distress tolerance may all be 
appropriate to address when working with an individual with BPD traits. This approach is 
largely consistent with current treatment recommendations (e.g., Linehan, 1993; National 
Institute for Health and Clinical Excellence, 2009; Warren, Evans, Dolan,  & Norton, 
2004). With regard to reducing racial disparities in physical violence, a community-based 
prevention approach should be considered in order to address issues of neighborhood 
segregation and crime, which are found to be major contributors to the increased risk of 
violence in Black individuals (Sampson et al., 2005). 
Limitations 
 These findings should be interpreted with several limitations in mind. Although 
the overall sample size was suitable for the total sample path analysis model, a larger 
sample size would improve overall power for the model as well as the multi-group 
analyses. Due to the sample size, the multi-group analysis for ethnic/racial differences 
was limited to White and Black students. In addition, a larger overall sample size would 
allow for even more fine-grained multi-group analysis, such as race-by-gender analyses. 




is not possible to draw conclusions regarding direction of causality or how these 
constructs vary over the lifespan. One strength of this study was that steps were taken to 
reduce criterion contamination. Given that physical aggression is a symptom of ASPD 
and BPD, and NSSI is a symptom of BPD, items referring to these behaviors were 
removed from the personality measures. However, future studies should seek to gather 
data longitudinally to better assess the impact of personality disorder symptoms, 
impulsivity, negative affect, and distress tolerance, on aggressive behaviors. 
 Although online data collection is becoming more popular in psychology 
research, and thus far there is no indication that differences exist with regard to whether 
data is gathered via the internet versus traditional data collection (Weigold, Weigold, & 
Russell, 2013), it would certainly be preferable to have structured interviews to determine 
the extent of ASPD and BPD diagnoses as opposed to self-report measures. Measures 
were administered in the same order for all participants (measures are listed in the 
Appendix in the order in which they were administered). It is possible that the order in 
which measures were administered had an effect on response style. For instance, a 
participant who completed measures indicating high levels of BPD symptoms and 
aggression may have experienced an increase in negative affect following completion of 
those measures, which could have affected their subsequent responses on the PANAS. 
Future studies should use measure counterbalancing to reduce this possibility. 
 Furthermore, behavioral measures of impulsivity and distress tolerance would add 
to the quality of future studies in this area. Given that impulsivity is a multi-dimensional 
construct, future studies should investigate exactly which aspects of impulsivity 




Similarly, although distress tolerance was found to be an important mechanism for 
physical aggression and NSSI in individuals with BPD symptoms, other aspects of 
emotion regulation (e.g., awareness, understanding, and acceptance of emotions) should 
be examined as well.  
 It is notable that this is the first study to take into account the overlap between 
ASPD and BPD, as well as mechanisms of impulsivity, negative affect, and distress 
tolerance, in examining aggressive behaviors in a college sample. Given that previous 
studies have found that ASPD is associated with decreased distress tolerance, and this 
line of research is in its infancy, future studies should seek to replicate these results. 
Future studies should also examine other potential mechanisms, such as sensation-
seeking and substance use, as well as protective factors, such as social support, in order to 
gain further understanding of the complicated relation between personality disorder 






Abbey, A., & McAuslan, P. (2004). A longitudinal examination of male college students' 
perpetration of sexual assault. Journal of Consulting and Clinical 
Psychology, 72(5), 747-756. doi:10.1037/0022-006X.72.5.747  
Adler, D. A., Drake, R. E., & Teague, G. B. (1990). Clinicians' practices in personality 
assessment: Does gender influence the use of DSM-III axis II? Comprehensive 
Psychiatry, 31(2), 125-133. doi:10.1016/0010-440X(90)90016-L 
Allen, B., Cramer, R. J., Harris, P. B., & Rufino, K. A. (2013). Borderline personality 
symptomatology as a mediator of the link between child maltreatment and adult 
suicide potential. Archives of Suicide Research, 17(1), 41-51. 
doi:10.1080/13811118.2013.748413 
Amar, A. F., & Gennaro, S. (2005). Dating violence in college women: Associated 
physical injury, healthcare usage, and mental health symptoms. Nursing 
Research, 54, 235–242. doi:10.1097/00006199-200507000-00005  
American Psychiatric Association. (2000). Diagnostic and statistical manual of mental 
disorders (Revised 4th ed.). Washington, DC: Author. 
Andover, M. S., & Gibb, B. E. (2010). Non-suicidal self-injury, attempted suicide, and 
suicidal intent among psychiatric inpatients. Psychiatry Research, 178(1), 101-
105. doi:10.1016/j.psychres.2010.03.019 
Andover, M. S., Pepper, C. M., & Gibb, B. E. (2007). Self-mutilation and coping 





Andover, M. S., Primack, J. M., Gibb, B. E., & Pepper, C. M. (2010). An examination of 
non-suicidal self-injury in men: Do men differ from women in basic NSSI 
characteristics? Archives of Suicide Research, 14(1), 79-88. 
doi:10.1080/13811110903479086 
Arata, C. M., Langhinrichsen-Rohling, J., Bowers, D., & O'Farrill-Swails, L. (2005). 
Single versus multi-type maltreatment: An examination of the long-term effects of 
child abuse. Journal Of Aggression, Maltreatment & Trauma, 11(4), 29-52. 
doi:10.1300/J146v11n04_02 
Archer, J. (2000). Sex differences in aggression between heterosexual partners: A meta-
analytic review. Psychological Bulletin, 126, 651−680. doi:10.1037/0033-
2909.126.5.651 
Archer, J. (2004). Sex Differences in Aggression in Real-World Settings: A Meta-
Analytic Review. Review of General Psychology, 8(4), 291-322. 
doi:10.1037/1089-2680.8.4.291 
Armey, M. F., & Crowther, J. H. (2008). A comparison of linear versus non-linear 
models of aversive self-awareness, dissociation, and non-suicidal self-injury 
among young adults. Journal of Consulting and Clinical Psychology, 76(1), 9-14. 
doi:10.1037/0022-006X.76.1.9 
Arnett, J. (2000). Emerging adulthood: A theory of development from the late teens 





Baker, C. R., & Stith, S. M. (2008). Factors predicting dating violence perpetration 
among male and female college students. Journal of Aggression, Maltreatment 
and Trauma, 17(2), 227-244. doi:10.1080/10926770802344836  
Bandura, A. (1977). Social learning theory. Englewood Cliffs, NJ: Prentice-Hall. 
Bandura, A. (2001). Social foundations of though and action: A social cognitive theory. 
Englewood Cliffs, NJ: Prentice-Hall.  
Barratt, E. S., Stanford, M. S., Kent, T. A., & Felthous, A. (1997). Neuropsychological 
and cognitive psychophysiological substrates of impulsive aggression. Biological 
Psychiatry, 41(10), 1045-1061. doi:10.1016/S0006-3223(96)00175-8 
Bateman, A., & Fonagy, P. (2003). Health service utilization costs for borderline 
personality disorder patients treated with psychoanalytically oriented partial 
hospitalization versus general psychiatric care. The American Journal of 
Psychiatry, 160(1), 169-171. doi:10.1176/appi.ajp.160.1.169  
Battle, C. L., Shea, M., Johnson, D. M., Yen, S., Zlotnick, C., Zanarini, M. C., & ... 
Morey, L. C. (2004). Childhood maltreatment associated with adult personality 
disorders: Findings from the collaborative longitudinal personality disorders 
study. Journal of Personality Disorders, 18(2), 193-211. 
doi:10.1521/pedi.18.2.193.32777 
Baum, K., & Klaus, P. (2005). Bureau of Justice Statistics special report on the violent 





Baumeister, R. F., & Scher, S. J. (1988). Self-defeating behavior patterns among normal 
individuals: Review and analysis of common self-destructive 
tendencies. Psychological Bulletin, 104(1), 3-22. doi:10.1037/0033-2909.104.1.3 
Beauchaine, T. P., Klein, D. N., Crowell, S. E., Derbidge, C., & Gatzke-Kopp, L. (2009). 
Multifinality in the development of personality disorders: A biology × sex × 
environment interaction model of antisocial and borderline traits. Development 
and Psychopathology, 21(3), 735-770. doi:10.1017/S0954579409000418 
Bentler, P. M. (1990). Comparative fit indexes in structural models. Psychological 
Bulletin, 107(2), 238-246. doi:10.1037/0033-2909.107.2.238 
Berman, M. E., & Walley, J. (2003). Imitation of self-aggressive behavior: An 
experimental test of the contagion hypothesis. Journal of Applied Social 
Psychology, 33(5), 1036-1057. doi:10.1111/j.1559-1816.2003.tb01937.x  
Bernstein, A., Marshall, E. C., & Zvolensky, M. J. (2011). Multi-method evaluation of 
distress tolerance measures and construct(s): Concurrent relations to mood and 
anxiety psychopathology and quality of life. Journal of Experimental 
Psychopathology, 2(3), 386-399. 
Blackburn, R., & Coid, J. W. (1999). Empirical clusters of DSM-III personality disorders 
in violent offenders. Journal of Personality Disorders, 13(1), 18-34. 
Bornovalova, M. A., Lejuez, C. W., Daughters, S. B., Rosenthal, M., & Lynch, T. R. 
(2005). Impulsivity as a common process across borderline personality and 





Bracken-Minor, K. L., & McDevitt-Murphy, M. E. (in press). Differences in features of 
non-suicidal self-injury according to borderline personality disorder screening 
status. Archives of Suicide Research. 
Bracken-Minor, K. L., McDevitt-Murphy, M. E., & Parra, G. R. (2012). Profiles of non-
suicidal self-injurers and associated patterns of alcohol use. Journal of 
Psychopathology and Behavioral Assessment, 34(4), 552-563. 
doi:10.1007/s10862-012-9306-5 
Briere, J., & Gil, E. (1998). Self-mutilation in clinical and general population samples: 
Prevalence, correlates, and functions. American Journal of Orthopsychiatry, 68, 
609-620. doi:10.1037/h0080369. 
Broidy, L. M., Nagin, D. S., Tremblay, R. E., Bates, J. E., Brame, B., Dodge, K. A., & ... 
Vitaro, F. (2003). Developmental trajectories of childhood disruptive behaviors 
and adolescent delinquency: A six-site, cross-national study. Developmental 
Psychology, 39(2), 222-245. doi:10.1037/0012-1649.39.2.222 
Brown, M. Z., Comtois, K., & Linehan, M. M. (2002). Reasons for suicide attempts and 
nonsuicidal self-injury in women with borderline personality disorder. Journal of 
Abnormal Psychology, 111(1), 198-202. doi:10.1037/0021-843X.111.1.198 
Burt, S., & Donnellan, M. (2008). Personality correlates of aggressive and non-
aggressive antisocial behavior. Personality and Individual Differences, 44(1), 53-
63. doi:10.1016/j.paid.2007.07.022 
Burt, S., & Larson, C. L. (2007). Differential affective responses in those with aggressive 
versus non-aggressive antisocial behaviors. Personality and Individual 




Burt, S., Mikolajewski, A. J., & Larson, C. L. (2009). Do aggression and rule-breaking 
have different interpersonal correlates? A study of antisocial behavior subtypes, 
negative affect, and hostile perceptions of others. Aggressive Behavior, 35(6), 
453-461. doi:10.1002/ab.20324 
Buss, A. H., & Perry, M. (1992). The Aggression Questionnaire. Journal of Personality 
and Social Psychology, 63(3), 452-459. doi:10.1037/0022-3514.63.3.452 
Cawood, C., & Huprich, S. K. (2011). Late adolescent nonsuicidal self-injury: The roles 
of coping style, self-esteem, and personality pathology. Journal of Personality 
Disorders, 25(6), 765-781. doi:10.1521/pedi.2011.25.6.765 
Chapman, A. L., Gratz, K. L., & Brown, M. Z. (2006). Solving the puzzle of deliberate 
self-harm: The experiential avoidance model. Behaviour Research and Therapy, 
44(3), 371-394. doi:10.1016/j.brat.2005.03.005 
Chapman, A. L., Leung, D. W., & Lynch, T. R. (2008). Impulsivity and emotion 
dysregulation in borderline personality disorder. Journal of Personality 
Disorders, 22(2), 148-164. doi:10.1521/pedi.2008.22.2.148 
Chapman, A. L., Specht, M. W., & Cellucci, T. (2005). Borderline personality disorder 
and deliberate self-harm: Does experiential avoidance play a role? Suicide and 
Life-Threatening Behavior, 35, 388-399. doi:10.1521/suli.2005.35.4.388 
Coffey, S. F., Schumacher, J. A., Baschnagel, J. S., Hawk, L. W., & Holloman, G. 
(2010). Impulsivity and risk-taking in borderline personality disorder with and 





Cohen, D., & Strayer, J. (1996). Empathy in conduct-disordered and comparison 
youth. Developmental Psychology, 32(6), 988-998. doi:10.1037/0012-
1649.32.6.988 
Compton, W. M., Conway, K. P., Stinson, F. S., Colliver, J. D., & Grant, B. F. (2005). 
Prevalence, correlates, and comorbidity of DSM-IV antisocial personality 
syndromes and alcohol and specific drug use disorders in the United States: 
Results from the National Epidemiologic Survey on Alcohol and Related 
Conditions. Journal of Clinical Psychiatry, 66(6), 677-685. 
doi:10.4088/JCP.v66n0602 
Crawley, T., & Martin, F. (2006). Impulsive-aggression, antisocial behaviour and 
Ssubclinical psychopathy: Preliminary findings from an undergraduate female 
sample. Psychiatry, Psychology And Law, 13(2), 232-242. 
doi:10.1375/pplt.13.2.232 
Crocker, A. G., Mueser, K. T., Drake, R. E., Clark, R. E., McHugo, G. J., Ackerson, T. 
H., & Alterman, A. I. (2005). Antisocial personality, psychopathy, and violence in 
persons with dual disorders: A Longitudinal analysis. Criminal Justice And 
Behavior, 32(4), 452-476. doi:10.1177/0093854805276407 
Crosby, J., & Sprock, J. (2004). Effect of patient sex, clinician sex, and sex role on the 
diagnosis of antisocial personality disorder: Models of underpathologizing and 





Dahlen, E. R., Czar, K. A., Prather, E., & Dyess, C. (2013). Relational aggression and 
victimization in college students. Journal of College Student Development, 54(2), 
140-154. doi:10.1353/csd.2013.0021 
Daughters, S. B., Reynolds, E. K., MacPherson, L., Kahler, C. W., Danielson, C. K., 
Zvolensky, M., & Lejuez, C. W. (2009). Distress tolerance and early adolescent 
externalizing and internalizing symptoms: The moderating role of gender and 
ethnicity. Behaviour Research and Therapy, 47(3), 198-205. 
doi:10.1016/j.brat.2008.12.001 
Daughters, S. B., Sargeant, M. N., Bornovalova, M. A., Gratz, K. L., & Lejuez, C. W. 
(2008). The relationship between distress tolerance and antisocial personality 
disorder among male inner-city treatment seeking substance users. Journal of 
Personality Disorders, 22(5), 509-524. doi:10.1521/pedi.2008.22.5.509 
Davidson, C. L., & Wingate, L. R. (2011). Racial disparities in risk and protective factors 
for suicide. Journal of Black Psychology, 37(4), 499-516. 
doi:10.1177/0095798410397543 
Davies, L., & Oliver, C. (2013). The age related prevalence of aggression and self-injury 
in persons with an intellectual disability: A review. Research in Developmental 
Disabilities, 34(2), 764-775. doi:10.1016/j.ridd.2012.10.004 
Del Gaizo, A. L., & Falkenbach, D. M. (2008). Primary and secondary psychopathic-
traits and their relationship to perception and experience of emotion. Personality 




Dellinger-Ness, L., & Handler, L. (2007). Self-injury, gender, and loneliness among 
college students. Journal of College Counseling, 10(2), 142-152. 
doi:10.1002/j.2161-1882.2007.tb00014.x 
Dougherty, D. M., Bjork, J. M., Huckabee, H. G., Moeller, F., & Swann, A. C. (1999). 
Laboratory measures of aggression and impulsivity in women with borderline 
personality disorder. Psychiatry Research, 85(3), 315-326. doi:10.1016/S0165-
1781(99)00011-6 
Dulit, R. A., Ryer, M. R., Leon, A. C., & Brodsky, B. S. (1994). Clinical correlates of 
self-mutilation in borderline personality disorder. The American Journal of 
Psychiatry, 151(9), 1305-1311. 
Edens, J. F., Hart, S. D., Johnson, D. W., Johnson, J. K., & Olver, M. E. (2000). Use of 
the Personality Assessment Inventory to assess psychopathy in offender 
populations. Psychological Assessment, 12(2), 132-139. doi:10.1037/1040-
3590.12.2.132 
Eubanks-Carter, C., & Goldfried, M. R. (2006). The Impact of Client Sexual Orientation 
and Gender on Clinical Judgments and Diagnosis of Borderline Personality 
Disorder. Journal of Clinical Psychology, 62(6), 751-770. doi:10.1002/jclp.20265 
Favazza, A. R. (1998). The coming of age of self-mutilation. Journal of Nervous and 
Mental Disease, 186(5), 259-268. doi:10.1097/00005053-199805000-00001 
Favazza, A. R., & Conterio, K. K. (1989). Female habitual self-mutilators. Acta 





First, M. B., Spitzer, R. L., Gibbon, M., Williams, J.B.W., & Benjamin, L. (1996). 
Structured clinical interview for DSM-IV axis II personality disorders (SCID-II). 
Washington, DC: American Psychiatric Press 
Fisher, B. S., & Wilkes, A. P. (2003). A tale of two ivory towers: A comparative analysis 
of victimization rates and risks between university students in the United States 
and England. British Journal of Criminology, 43(3), 526-545. 
Fossati, A., Barratt, E. S., Carretta, I., Leonardi, B., Grazioli, F., & Maffei, C. (2004). 
Predicting borderline and antisocial personality disorder features in nonclinical 
subjects using measures of impulsivity and aggressiveness. Psychiatry Research, 
125(2), 161-170. doi:10.1016/j.psychres.2003.12.001 
Fossati, A., Feeney, J. A., Carretta, I., Grazioli, F., Milesi, R., Leonardi, B., & Maffei, C. 
(2005). Modeling the relationships between adult attachment patterns and 
borderline personality disorder: The role of impulsivity and aggressiveness. 
Journal of Social and Clinical Psychology, 24(4), 520-537. 
doi:10.1521/jscp.2005.24.4.520 
Friedmann, P. D., Melnick, G., Jiang, L., & Hamilton, Z. (2008). Violent and disruptive 
behavior among drug-involved prisoners: Relationship with psychiatric 
symptoms. Behavioral Sciences & the Law, 26(4), 389-401. doi:10.1002/bsl.824 
Garlow, S. J., Purselle, D., & Heninger, M. (2005). Ethnic differences in patterns of 
suicide across the life cycle. American Journal of Psychiatry, 162, 319–323. 
Gelhorn, H. L., Sakai, J. T., Price, R., & Crowley, T. J. (2007). DSM-IV conduct disorder 
criteria as predictors of antisocial personality disorder. Comprehensive 




Gerevich, J., Bácskai, E., & Czobor, P. (2007). The generalizability of the Buss-Perry 
Aggression Questionnaire. International Journal of Methods in Psychiatric 
Research, 16(3), 124-136. doi:10.1002/mpr.221 
Glenn, C. R., & Klonsky, E. (2010). A multimethod analysis of impulsivity in 
nonsuicidal self-injury. Personality Disorders: Theory, Research, and Treatment, 
1(1), 67-75. doi:10.1037/a0017427 
Goldman, S. J., D'Angelo, E. J., & DeMaso, D. R. (1993). Psychopathology in the 
families of children and adolescents with borderline personality disorder. The 
American Journal of Psychiatry, 150(12), 1832-1835. 
Grant, B. F., Chou, S., Goldstein, R. B., Huang, B., Stinson, F. S., Saha, T. D., & ... 
Ruan, W. (2008). Prevalence, correlates, disability, and comorbidity of DSM-IV 
borderline personality disorder: Results from the Wave 2 National Epidemiologic 
Survey on Alcohol and Related Conditions. Journal of Clinical Psychiatry, 69(4), 
533-545. doi:10.4088/JCP.v69n0404 
Gratz, K. L. (2001). Measurement of deliberate self-harm: Preliminary data on the 
Deliberate Self-Harm Inventory. Journal of Psychopathology and Behavioral 
Assessment, 23(4), 253-263. doi:10.1023/A:1012779403943 
Gratz, K. L. (2003). Risk factors for and functions of deliberate self-harm: An empirical 
and conceptual review. Clinical Psychology: Science and Practice, 10(2), 192-
205. doi:10.1093/clipsy/bpg022 
Gratz, K. L. (2007). Targeting emotion dysregulation in the treatment of self-





Gratz, K. L., Breetz, A., & Tull, M. T. (2010). The moderating role of borderline 
personality in the relationships between deliberate self‐harm and emotion‐related 
factors. Personality and Mental Health, 4(2), 96-107. 
Gratz, K. L., Conrad, S., & Roemer, L. (2002). Risk factors for deliberate self-harm 
among college students. American Journal of Orthopsychiatry, 72(1), 128-140. 
doi:10.1037/0002-9432.72.1.128 
Grilo, C. M., Sanislow, C. A., Skodol, A. E., Gunderson, J. G., Stout, R. L., Bender, D. 
S., & ... McGlashan, T. H. (2007). Longitudinal diagnostic efficiency of DSM-IV 
criteria for borderline personality disorder: A 2-year prospective study. The 
Canadian Journal of Psychiatry / La Revue canadienne de psychiatrie, 52(6), 
357-362. 
Haden, S. C., Scarpa, A., & Stanford, M. S. (2008). Validation of the 
Impulsive/Premeditated Aggression Scale in college students. Journal of 
Aggression, Maltreatment & Trauma, 17(3), 352-373. 
doi:10.1080/10926770802406783  
Hare, R. D. (1991). Manual for the revised Psychopathy Checklist. Toronto, ON: Multi-
Health Systems. 
Heath, N. L., Toste, J. R., Nedecheva, T., & Charlebois, A. (2008). An examination of 
nonsuicidal self-injury among college students. Journal of Mental Health 
Counseling, 30(2), 137-156. 
Helfritz, L. E., & Stanford, M. S. (2006). Personality and psychopathology in an 





Herpertz, S. S. (1995). Self-injurious behaviour: Psychopathological and nosological 
characteristics in subtypes of self-injurers. Acta Psychiatrica Scandinavica, 91(1), 
57-68. doi:10.1111/j.1600-0447.1995.tb09743.x 
Herpertz, S. C., Kunert, H. J., Schwenger, U. B., & Sass, H. (1999). Affective 
responsiveness in borderline personality disorder: A psychophysiological 
approach. The American Journal of Psychiatry, 156(10), 1550-1556. 
Herpertz, S. C., Schwenger, U. B., Kunert, H. J., Lukas, G., Gretzer, U., Nutzmann, J., & 
... Sass, H. (2000). Emotional responses in patients with borderline as compared 
with avoidant personality disorder. Journal of Personality Disorders, 14(4), 339-
351. doi:10.1521/pedi.2000.14.4.339  
Hicks, B. M., & Patrick, C. J. (2006). Psychopathy and negative emotionality: Analyses 
of suppressor effects reveal distinct relations with emotional distress, fearfulness, 
and anger-hostility. Journal of Abnormal Psychology, 115(2), 276-287. 
doi:10.1037/0021-843X.115.2.276 
Hilt, L. M., Nock, M. K., Lloyd-Richardson, E. E., & Prinstein, M. J. (2008). 
Longitudinal study of nonsuicidal self-injury among young adolescents: Rates, 
correlates, and preliminary test of an interpersonal model. The Journal of Early 
Adolescence, 28(3), 455-469. doi:10.1177/0272431608316604 
Hines, D. A., & Saudino, K. J. (2003). Gender differences in psychological, physical, and 
sexual aggression among college students using the Revised Conflict Tactics 




Hodgins, S., & Côté, G. (1993). The criminality of mentally disordered offenders. 
Criminal Justice and Behavior, 20(2), 115-129. 
doi:10.1177/0093854893020002001 
Holdwick, D. R., Hilsenroth, M. J., Castlebury, F. D., & Blais, M. A. (1998). Identifying 
the unique and common characteristics among the DSM–IV antisocial, borderline, 
and narcissistic personality disorders. Comprehensive Psychiatry, 39(5), 277-286. 
doi:10.1016/S0010-440X(98)90036-0 
Holtzworth-Munroe, A., Meehan, J. C., Herron, K., Rehman, U., & Stuart, G. L. (2000). 
Testing the Holtzworth-Munroe and Stuart (1994) batterer typology. Journal of 
Consulting and Clinical Psychology, 68(6), 1000-1019. doi:10.1037/0022-
006X.68.6.1000 
Hu, L., & Bentler, P. M. (1999). Cutoff criteria for fit indexes in covariance structure 
analysis: Conventional criteria versus new alternatives. Structural Equation 
Modeling, 6(1), 1-55. doi:10.1080/10705519909540118 
Hulbert, C., & Thomas, R. (2010). Predicting self-injury in BPD: An investigation of the 
experiential avoidance model. Journal of Personality Disorders, 24(5), 651-663. 
doi:10.1521/pedi.2010.24.5.651 
Hyler, S.E. (1994). PDQ-4+ personality questionnaire. New York State Psychiatric 
Institute, New York. 
Jacobson, C. M., Muehlenkamp, J. J., Miller, A. L., & Turner, J. B. (2008). Psychiatric 
impairment among adolescents engaging in different types of deliberate self-





Janis, I., & Nock, M. K. (2009). Are self-injurers impulsive? Results from two behavioral 
laboratory studies. Psychiatry Research, 169(3), 261-267. 
doi:10.1016/j.psychres.2008.06.041 
Kaslow, N. J., Sherry, A., Bethea, K., Wyckoff, S., Compton, M. T., Grall, M., & ... 
Parker, R. (2005). Social risk and protective factors for suicide attempts in low 
income African American men and women. Suicide and Life-Threatening 
Behavior, 35(4), 400-412. doi:10.1521/suli.2005.35.4.400 
Kessler, R. C., McGonagle, K. A., Zhao, S., Nelson, C. B., Hughes, M., Eshleman, S., 
Wittchen, H., & Kendler, K. S. (1994). Lifetime and 12-month prevalence of 
DSM-III-R psychiatric disorders in the United States. Archives of General 
Psychiatry, 51, 8-19.  
Kimonis, E. R., Branch, J., Hagman, B., Graham, N., & Miller, C. (2013). The 
psychometric properties of the Inventory of Callous–Unemotional Traits in an 
undergraduate sample. Psychological Assessment, 25(1), 84-93. 
doi:10.1037/a0029024 
Kleindienst, N., Bohus, M., Ludäscher, P., Limberger, M. F., Kuenkele, K., Ebner-
Priemer, U. W., & ... Schmahl, C. (2008). Motives for nonsuicidal self-injury 
among women with borderline personality disorder. Journal of Nervous and 
Mental Disease, 196(3), 230-236. doi:10.1097/NMD.0b013e3181663026 





Klonsky, E. (2007). The functions of deliberate self-injury: A review of the 
evidence. Clinical Psychology Review, 27(2), 226-239. 
doi:10.1016/j.cpr.2006.08.002 
Klonsky, E., & Glenn, C. R. (2009). Assessing the functions of non-suicidal self-injury: 
Psychometric properties of the Inventory of Statements About Self-injury (ISAS). 
Journal of Psychopathology and Behavioral Assessment, 31(3), 215-219. 
doi:10.1007/s10862-008-9107-z 
Klonsky, E., May, A. M., & Glenn, C. R. (2013). The relationship between nonsuicidal 
self-injury and attempted suicide: Converging evidence from four 
samples. Journal Of Abnormal Psychology, 122(1), 231-237. 
doi:10.1037/a0030278 
Klonsky, E., & Olino, T. M. (2008). Identifying clinically distinct subgroups of self-
injurers among young adults: A latent class analysis. Journal of Consulting and 
Clinical Psychology, 76(1), 22-27. doi:10.1037/0022-006X.76.1.22 
Komarovskaya, I., Loper, A., & Warren, J. (2007). The role of impulsivity in antisocial 
and violent behavior and personality disorders among incarcerated women. 
Criminal Justice and Behavior, 34(11), 1499-1515. 
doi:10.1177/0093854807306354 
Lam, J. N., McNiel, D. E., & Binder, R. L. (2000). The relationship between patients' 
gender and violence leading to staff injuries. Psychiatric Services, 51(9), 1167-
1170. doi:10.1176/appi.ps.51.9.1167 
Latzman, R. D., Gratz, K. L., Young, J., Heiden, L. J., Damon, J. D., & Hight, T. L. 




of the Southern United States: Exploring the moderating roles of gender, 
racial/ethnic background, and school-level. Journal of Youth and 
Adolescence, 39(3), 270-280. doi:10.1007/s10964-009-9462-4 
Lewis, S. P., & Santor, D. A. (2008). Development and validation of self-harm reasoning 
questionnaire. Suicide and Life-Threatening Behavior, 38(1), 104-115. 
doi:10.1521/suli.2008.38.1.104 
Leyro, T. M., Zvolensky, M. J., & Bernstein, A. (2010). Distress tolerance and 
psychopathological symptoms and disorders: A review of the empirical literature 
among adults. Psychological Bulletin, 136(4), 576-600. doi:10.1037/a0019712 
Linehan, M. M. (1993). Cognitive Behavioral Treatment of Borderline Personality 
Disorder. New York, NY: Guilford Press. 
Lloyd-Richardson, E. E., Perrine, N., Dierker, L., & Kelley, M. L. (2007). Characteristic 
and functions on non-suicidal self-injury in a community sample of adolescents.  
Psychological Medicine, 37(8), 1183-1192. doi:10.1017/S003329170700027X 
Lobbestael, J., Arntz, A., & Bernstein, D. P. (2010). Disentangling the relationship 
between different types of childhood maltreatment and personality disorders. 
Journal of Personality Disorders, 24(3), 285-295. 
doi:10.1521/pedi.2010.24.3.285 
Lynam, D. R., Miller, J. D., Miller, D. J., Bornovalova, M. A., & Lejuez, C. W. (2011). 
Testing the relations between impulsivity-related traits, suicidality, and 
nonsuicidal self-injury: A test of the incremental validity of the upps model. 




MacKinnon, D. P., Lockwood, C. M., & Williams, J. (2004). Confidence limits for the 
indirect effect: Distribution of the product and resampling methods. Multivariate 
Behavioral Research, 39(1), 99-128. doi:10.1207/s15327906mbr3901_4 
MacLaren, V. V., & Best, L. A. (2010). Nonsuicidal self-injury, potentially addictive 
behaviors, and the five factor model in undergraduates. Personality and 
Individual Differences, 49(5), 521-525. doi:10.1016/j.paid.2010.05.019 
Mangnall, J., & Yurkovich, E. (2008). A literature review of deliberate self-
harm. Perspectives in Psychiatric Care, 44(3), 175-184. doi:10.1111/j.1744-
6163.2008.00172.x  
Marcus, R. F., & Reio, T. R. (2002). Severity of injury resulting from violence among 
college students: Proximal and distal influences. Journal of Interpersonal 
Violence, 17(8), 888-908. doi:10.1177/0886260502017008006 
Marshall-Berenz, E. C., Vujanovic, A. A., Bonn-Miller, M. O., Bernstein, A., & 
Zvolensky, M. J. (2010). Multimethod study of distress tolerance and PTSD 
symptom severity in a trauma-exposed community sample. Journal of Traumatic 
Stress, 23(5), 623-630. doi:10.1002/jts.20568 
McCloskey, M. S., New, A. S., Siever, L. J., Goodman, M., Koenigsberg, H. W., Flory, J. 
D., & Coccaro, E. F. (2009). Evaluation of behavioral impulsivity and aggression 
tasks as endophenotypes for borderline personality disorder. Journal of 
Psychiatric Research, 43(12), 1036-1048. doi:10.1016/j.jpsychires.2009.01.002 
McHugh, R., Daughters, S. B., Lejuez, C. W., Murray, H. W., Hearon, B. A., Gorka, S. 




measures of distress intolerance. Cognitive Therapy and Research, 35(3), 266-
275. doi:10.1007/s10608-010-9295-1 
Miller, J. D., Morse, J. Q., Nolf, K., Stepp, S. D., & Pilkonis, P. A. (2012). Can DSM-IV 
borderline personality disorder be diagnosed via dimensional personality traits? 
Implications for the DSM-5 personality disorder proposal. Journal of Abnormal 
Psychology, 121(4), 944-950. doi:10.1037/a0027410 
Miller, D. J., Vachon, D. D., & Aalsma, M. C. (2012). Negative affect and emotion 
dysregulation: Conditional relations with violence and risky sexual behavior in a 
sample of justice-involved adolescents. Criminal Justice and Behavior, 39(10), 
1316-1327. doi:10.1177/0093854812448784 
Moeller, F., & Dougherty, D. M. (2001). Antisocial personality disorder, alcohol, and 
aggression. Alcohol Research & Health, 25(1), 5-11. 
Moeller, F., Dougherty, D. M., Rustin, T., Swann, A. C., Allen, T. J., Shah, N., & 
Cherek, D. R. (1997). Antisocial personality disorder and aggression in recently 
abstinent cocaine dependent subjects. Drug and Alcohol Dependence, 44(2-3), 
175-182. doi:10.1016/S0376-8716(96)01335-X 
Moffitt, T. E. (1993). Adolescence-limited and life-course-persistent antisocial behavior: 
A developmental taxonomy. Psychological Review, 100(4), 674-701. 
doi:10.1037/0033-295X.100.4.674 
Morey, L. (2007). The Personality Assessment Inventory professional manual (2nd ed.). 




Muehlenkamp, J. J., & Gutierrez, P. M. (2004). An investigation of differences between 
self-injurious behavior and suicide attempts in a sample of adolescents. Suicide 
and Life-Threatening Behavior, 34(1), 12-23. doi:10.1521/suli.34.1.12.27769 
Muehlenkamp, J. J., Hoff, E. R., Licht, J., Azure, J., & Hasenzahl, S. J. (2008). Rates of 
non-suicidal self-injury: A cross-sectional analysis of exposure. Current 
Psychology: A Journal for Diverse Perspectives on Diverse Psychological 
Issues, 27(4), 234-241. doi:10.1007/s12144-008-9036-8  
National Institute for Health and Clinical Excellence. (2009). Antisocial personality 
disorder: Treatment, management, and prevention. London: NICE. 
Neal, D. J., & Carey, K. B. (2004). Developing discrepancy within self-regulation theory: 
Use of personalized normative feedback and personal strivings with heavy-
drinking college students. Addictive Behaviors, 29(2), 281-297. 
doi:10.1016/j.addbeh.2003.08.004 
Newhill, C. E., Eack, S. M., & Conner, K. O. (2009). Racial differences between African 
and White Americans in the presentation of borderline personality disorder. Race 
and Social Problems, 1(2), 87-96. doi:10.1007/s12552-009-9006-2 
Newhill, C. E., Eack, S. M., & Mulvey, E. P. (2009). Violent behavior in borderline 
personality. Journal of Personality Disorders, 23(6), 541-554. 
doi:10.1521/pedi.2009.23.6.541 
Nock, M. K., & Mendes, W. (2008). Physiological arousal, distress tolerance, and social 
problem-solving deficits among adolescent self-injurers. Journal of Consulting 




Oliver, C., & Richards, C. (2010). Self-injurious behaviour in people with intellectual 
disability. Current Opinion in Psychiatry, 23(5), 412-416. 
doi:10.1097/YCO.0b013e32833cfb80  
Ostrov, J. M., & Houston, R. J. (2008). The utility of forms and functions of aggression 
in emerging adulthood: Association with personality disorder symptomatology. 
Journal of Youth and Adolescence, 37(9), 1147-1158. doi:10.1007/s10964-008-
9289-4 
Pagura, J., Stein, M. B., Bolton, J. M., Cox, B. J., Grant, B., & Sareen, J. (2010). 
Comorbidity of borderline personality disorder and posttraumatic stress disorder 
in the U.S. population. Journal of Psychiatric Research, 44(16), 1190-1198. 
doi:10.1016/j.jpsychires.2010.04.016 
Pardini, D. A., Lochman, J. E., & Frick, P. J. (2003). Callous/unemotional traits and 
social-cognitive processes in adjudicated youths. Journal of the American 
Academy of Child & Adolescent Psychiatry, 42(3), 364-371. 
doi:10.1097/00004583-200303000-00018 
Paris, J. (1997). Antisocial and borderline personality disorders: Two separate diagnoses 
or two aspects of the same psychopathology? Comprehensive Psychiatry, 38(4), 
237-242. doi:10.1016/S0010-440X(97)90032-8 
Patton, J. H., Stanford, M. S., & Barratt, E. S. (1995). Factor structure of the Barratt 





Pond, R. R., Kashdan, T. B., DeWall, C., Savostyanova, A., Lambert, N. M., & Fincham, 
F. D. (2012). Emotion differentiation moderates aggressive tendencies in angry 
people: A daily diary analysis. Emotion, 12(2), 326-337. doi:10.1037/a0025762 
Raine, A. (2002). Annotation: The role of prefrontal deficits, low autonomic arousal and 
early health factors in the development of antisocial and aggressive behavior in 
children. Journal of Child Psychology and Psychiatry,43(4), 417-434. 
doi:10.1111/1469-7610.00034 
Roberts, S. J., Glod, C. A., Kim, R., & Hounchell, J. (2010). Relationships between 
aggression, depression, and alcohol, tobacco: Implications for healthcare 
providers in student health. Journal of the American Academy of Nurse 
Practitioners, 22(7), 369-375. doi:10.1111/j.1745-7599.2010.00521.x  
Robins, L., Helzer, J. E., Weissman, M. M., Orvaschel, H., Gruenberg, E., Burke, J. D., 
& Regier, D. A. (1984). Lifetime prevalence of specific psychiatric disorders in 
three sites. Archives of General Psychiatry, 41(10), 949-958. 
Robins, L. N., Regier, D. A. (Eds.). (1991). Psychiatric disorders in America: the 
epidemiologic catchment area study. New York, NY: The Free Press.  
Robinson, W., Paxton, K. C., & Jonen, L. P. (2011). Pathways to aggression and violence 
among African American adolescent males: The influence of normative beliefs, 
neighborhood, and depressive symptomatology. Journal of Prevention & 





Ross, J. M., & Babcock, J. C. (2009). Proactive and reactive violence among intimate 
partner violent men diagnosed with antisocial and borderline personality disorder. 
Journal of Family Violence, 24(8), 607-617. doi:10.1007/s10896-009-9259-y 
Sadeh, N., Javdani, S., Finy, M., & Verona, E. (2011). Gender differences in emotional 
risk for self- and other-directed violence among externalizing adults. Journal of 
Consulting and Clinical Psychology, 79(1), 106-117. doi:10.1037/a0022197 
Salekin, R. T., Trobst, K. K., & Krioukova, M. (2001). Construct validity of psychopathy 
in a community sample: A nomological net approach. Journal of Personality 
Disorders, 15(5), 425-441. doi:10.1521/pedi.15.5.425.19196 
Sampson, R. J., Morenoff, J. D., & Raudenbush, S. (2005). Social anatomy of racial and 
ethnic disparities in violence. American Journal of Public Health, 95(2), 224-232. 
doi:10.2105/AJPH.2004.037705 
Samuel, D. B., & Widiger, T. A. (2009). Comparative gender biases in models of 
personality disorder. Personality and Mental Health, 3(1), 12-25. 
doi:10.1002/pmh.61 
Sargeant, M. N., Daughters, S. B., Curtin, J. J., Schuster, R., & Lejuez, C. W. (2011). 
Unique roles of antisocial personality disorder and psychopathic traits in distress 
tolerance. Journal of Abnormal Psychology, doi:10.1037/a0024161 
Sayar, K., Ebrinc, S., & Ak, I. (2001). Alexithymia in patients with antisocial personality 
disorder in a military hospital setting. Israel Journal of Psychiatry and Related 




Scott, S., Knapp, M., Henderson, J., & Maughan, B. (2001). Financial cost of social 
exclusion: Follow up study of antisocial children into adulthood. British Medical 
Journal, 323(7306), doi:10.1136/bmj.323.7306.191 
Scribner, R. A., Mason, K. E., Simonsen, N. R., Theall, K., Chotalia, J., Johnson, S., & ... 
DeJong, W. (2010). An ecological analysis of alcohol-outlet density and campus-
reported violence at 32 U.S. colleges. Journal of Studies on Alcohol and 
Drugs, 71(2), 184-191. 
Sellbom, M., & Phillips, T. R. (2013). An examination of the triarchic conceptualization 
of psychopathy in incarcerated and nonincarcerated samples. Journal of Abnormal 
Psychology, 122(1), 208-214. doi:10.1037/a0029306 
Serras, A., Saules, K. K., Cranford, J. A., & Eisenberg, D. (2010). Self-injury, substance 
use, and associated risk factors in a multi-campus probability sample of college 
students. Psychology of Addictive Behavior, 24(1), 119–128. 
doi:10.1037/a0017210 
Simons, J., & Gaher, R. (2005). The Distress Tolerance Scale: Development and 
validation of a self-report measure. Motivation and Emotion, 29, 83-102. doi: 
10.1007/s11031-005-7955-3 
Simons, J. S., Gaher, R. M., Oliver, M. I., Bush, J. A., & Palmer, M. A. (2005). An 
experience sampling study of associations between affect and alcohol use and 
problems among college students. Journal of Studies on Alcohol, 66, 459-469. 
Skeem, J., Schubert, C., Stowman, S., Beeson, S., Mulvey, E., Gardner, W., & Lidz, C. 




potential. Law and Human Behavior, 29(2), 173-186. doi:10.1007/s10979-005-
3401-z 
Slee, N., Garnefski, N., Spinhoven, P., & Arensman, E. (2008). The influence of 
cognitive emotion regulation strategies and depression severity on deliberate self-
harm. Suicide and Life-Threatening Behavior, 38(3), 274-286. 
doi:10.1521/suli.2008.38.3.274 
Soeteman, D. I., Hakkaart-van Roijen, L., Verheul, R., & Busschbach, J. V. (2008). The 
economic burden of personality disorders in mental health care. Journal of 
Clinical Psychiatry, 69(2), 259-265. doi:10.4088/JCP.v69n0212 
Sornberger, M. J., Heath, N. L., Toste, J. R., & McLouth, R. (2012). Nonsuicidal 
self‐injury and gender: Patterns of prevalence, methods, and locations among 
adolescents. Suicide and Life-Threatening Behavior, 42(3), 266-278. 
doi:10.1111/j.1943-278X.2012.0088.x 
Stepp, S. D., Epler, A. J., Jahng, S., & Trull, T. J. (2008). The effect of dialectical 
behavior therapy skills use on borderline personality disorder features. Journal of 
Personality Disorders, 22(6), 549-563. doi:10.1521/pedi.2008.22.6.549 
Straus, M. A. (2004). Cross-cultural reliability and validity of the Revised Conflict 
Tactics Scales: A Study of university student dating couples in 17 nations. Cross-
Cultural Research: The Journal of Comparative Social Science, 38(4), 407-432. 
doi:10.1177/1069397104269543 
Swartz, M., Blazer, D., George, L., & Winfield, I. (1990). Estimating the prevalence of 
borderline personality disorder in the community. Journal of Personality 




Sylvers, P., Landfield, K. E., & Lilienfeld, S. O. (2011). Heavy episodic drinking in 
college students: Associations with features of psychopathy and antisocial 
personality disorder. Journal of American College Health, 59(5), 367-372. 
doi:10.1080/07448481.2010.511363 
Tabachnick, B. G., & Fidell, L. S. (2006) Using multivariate statistics. (5th ed.) Boston, 
MA: Allyn and Bacon. 
Taylor, J., Peterson, C. M., & Fischer, S. (2012). Motivations for self‐injury, affect, and 
impulsivity: A comparison of individuals with current self‐injury to individuals 
with a history of self‐injury. Suicide and Life-Threatening Behavior, 42(6), 602-
613. doi:10.1111/j.1943-278X.2012.00115.x 
Taylor, J., & Reeves, M. (2007). Structure of borderline personality disorder symptoms in 
a nonclinical sample. Journal of Clinical Psychology, 63(9), 805-816. 
doi:10.1002/jclp.20398 
Thompson, R. J., Payne, S. C., Horner, M. T., & Morey, L. C. (2012). Why borderline 
personality features adversely affect job performance: The role of task 
strategies. Personality and Individual Differences, 52(1), 32-36. 
doi:10.1016/j.paid.2011.08.026 
Torgersen, S. S., Czajkowski, N. N., Jacobson, K. K., Reichborn-Kjennerud, T. T., 
Røysamb, E. E., Neale, M. C., & Kendler, K. S. (2008). Dimensional 
representations of DSM-IV cluster B personality disorders in a population-based 
sample of Norwegian twins: A multivariate study. Psychological Medicine: A 





Tragesser, S. L., & Benfield, J. (2012). Borderline personality disorder features and mate 
retention tactics. Journal of Personality Disorders, 26(3), 334-344. 
doi:10.1521/pedi.2012.26.3.334 
Tucker, L. R., & Lewis, C. (1973). A reliability coefficient for maximum likelihood 
factor analysis. Psychometrika, 38(1), 1-10. doi:10.1007/BF02291170 
Verona, E., Patrick, C. J., & Joiner, T. E. (2001). Psychopathy, antisocial personality, and 
suicide risk. Journal of Abnormal Psychology, 110(3), 462-470. 
doi:10.1037/0021-843X.110.3.462 
Verona, E., Sprague, J., & Sadeh, N. (2012). Inhibitory control and negative emotional 
processing in psychopathy and antisocial personality disorder. Journal of 
Abnormal Psychology, 121(2), 498-510. doi:10.1037/a0025308 
Vitacco, M. J., Neumann, C. S., & Jackson, R. L. (2005). Testing a four-factor model of 
psychopathy and its association with ethnicity, gender, intelligence, and 
violence. Journal of Consulting and Clinical Psychology, 73(3), 466-476. 
doi:10.1037/0022-006X.73.3.466 
Voller, E. K., Long, P. J., & Aosved, A. C. (2009). Attraction to sexual violence towards 
women, sexual abuse of children, and non-sexual criminal behavior: Testing the 
specialist vs. Generalist models in male college students. Archives of Sexual 
Behavior, 38(2), 235-243. doi:10.1007/s10508-008-9343-z 
Walsh, Z., & Kosson, D. S. (2007). Psychopathy and violent crime: A prospective study 
of the influence of socioeconomic status and ethnicity. Law and Human 




Walsh, Z., Swogger, M. T., & Kosson, D. S. (2004). Psychopathy, IQ, and Violence in 
European American and African American County Jail Inmates. Journal of 
Consulting and Clinical Psychology, 72(6), 1165-1169. doi:10.1037/0022-
006X.72.6.1165 
Wang, E. W., & Diamond, P. M. (1999). Empirically identifying factors related to 
violence risk in corrections. Behavioral Sciences & the Law, 17 (3), 377-389. doi: 
10.1002/(SICI)1099-0798(199907/09)17:3<377::AID-BSL351>3.0.CO;2-M 
Warren, J. I., Burnette, M., South, S., Chauhan, P., Bale, R., & Friend, R. (2002). 
Personality disorders and violence among female prison inmates. Journal of the 
American Academy of Psychiatry and the Law, 30(4), 502-509. 
Warren, F., Evans, C., Dolan, B., & Norton, K. (2004). Impulsivity and self-damaging 
behaviour in severe personality disorder: The Impact of democratic therapeutic 
community treatment. Therapeutic Communities, 25(1), 55-71. 
Washburn, J. J., Romero, E., Welty, L. J., Abram, K. M., Teplin, L. A., McClelland, G. 
M., & Paskar, L. D. (2007). Development of antisocial personality disorder in 
detained youths: The predictive value of mental disorders. Journal of Consulting 
and Clinical Psychology, 75(2), 221-231. doi:10.1037/0022-006X.75.2.221  
Watson, D., Clark, L. A., & Carey, G. (1988). Positive and negative affectivity and their 
relation to anxiety and depressive disorders. Journal of Abnormal 
Psychology, 97(3), 346-353. doi:10.1037/0021-843X.97.3.346 
Watson, D., Clark, L. A., & Tellegen, A. (1988). Development and validation of brief 




Personality and Social Psychology, 54(6), 1063-1070. doi:10.1037/0022-
3514.54.6.1063 
Weigold, A., Weigold, I. K., & Russell, E. J. (2013). Examination of the equivalence of 
self-report survey-based paper-and-pencil and internet data collection 
methods. Psychological Methods, 18(1), 53-70. doi:10.1037/a0031607 
Welch, S., Linehan, M. M., Sylvers, P., Chittams, J., & Rizvi, S. L. (2008). Emotional 
responses to self-injury imagery among adults with borderline personality 
disorder. Journal of Consulting and Clinical Psychology, 76(1), 45-51. 
doi:10.1037/0022-006X.76.1.45 
White, J. W., & Koss, M. P. (1991). Courtship violence: Incidence in a national sample 
of higher education students. Violence and Victims, 6(4), 247-256.  
White, V. E., Trepal-Wollenzier, H., & Nolan, J. (2002). College students and self-injury: 
Intervention strategies for counselors. Journal of College Counseling, 5(2), 105-
113. doi:10.1002/j.2161-1882.2002.tb00212.x 
Whitlock, J., Eckenrode, J., & Silverman, D. (2006). Self-injurious behaviors in a college 
population. Pediatrics, 117(6), 1939–1948. doi:10.1542/peds.2005-2543 
Widiger, T. A. (2011). The DSM-5 dimensional model of personality disorder: Rationale 
and empirical support. Journal of Personality Disorders, 25(2), 222-234. 
doi:10.1521/pedi.2011.25.2.222 
Yates, T. M., Tracy, A. J., & Luthar, S. S. (2008). Nonsuicidal self-injury among 
'privileged' youths: Longitudinal and cross-sectional approaches to developmental 





Zanarini, M. C., Frankenburg, F. R., Dubo, E. D., Sickel, A. E., Trikha, A., Levin, A., & 
Reynolds, V. (1998). Axis II comorbidity of borderline personality disorder. 
Comprehensive Psychiatry, 39(5), 296-302. doi:10.1016/S0010-440X(98)90038-4 
Zanarini, M. C., Frankenburg, F. R., Hennen, J., & Silk, K. R. (2003). The longitudinal 
course of borderline psychopathology: 6-year prospective follow-up of the 
phenomenology of borderline personality disorder. The American Journal of 
Psychiatry, 160(2), 274-283. doi:10.1176/appi.ajp.160.2.274 
Zanarini, M. C., Laudate, C. S., Frankenburg, F. R., Reich, D., & Fitzmaurice, G. (2011). 
Predictors of self-mutilation in patients with borderline personality disorder: A 
10-year follow-up study. Journal of Psychiatric Research, 45(6), 823-828. 
doi:10.1016/j.jpsychires.2010.10.015 
Zhao, X., Lynch, J. G., & Chen, Q. (2010). Reconsidering Baron and Kenny: Myths and 
truths about mediation analysis. Journal of Consumer Research, 37, 197-206. doi: 
10.1086/651257 
Zlotnick, C. C. (1999). Antisocial personality disorder, affect dysregulation and 
childhood abuse among incarcerated women. Journal of Personality Disorders, 
13(1), 90-95. 
Zuckerman, M. (2003). Are there racial and ethnic differences in psychopathic 
personality? A critique of Lynn's (2002) racial and ethnic differences in 








1. Gender: 1)  Male 2)  Female 3) Transgender 
 
2. Age:  ___ ___ years 
 
3.   What term(s) below best describes your race/ethnicity? {Choose all that apply} 
( ) Hispanic or Latino 
( ) White or Caucasian  
( ) Black or African American 
( ) Asian  
( ) Native Hawaiian or Other Pacific Islander 
( ) American Indian or Alaska Native 
( ) Other: _______________________ 
                   ( please specify ) 
 
4. What country do you live in currently? ____________________ 
 
5. Relationship status: {Choose all that apply} 
a) Single, not in a relationship     
b) Not married, but in a monogamous relationship with a member of the opposite sex 
c) Not married, but in a monogamous relationship with a member of the same sex 
d) Married to a member of the opposite sex 
e) Separated 
f)  Divorced 
      g) Widowed 
 
6. What is your current employment status? 
a)  Employed full-time (at least 30 hours/week) 
b) Employed part-time 
c) Not currently employed, looking for work 
d) Not currently employed, not looking for work 
 
7. What is your best estimate of your personal yearly income (include all sources of 
income, such as job, parents or other relatives)?     
a) Less than $25,000/year 
b) $25,000 – $50,000/year 
c) 50,000 – 75,000/year 
d) $75,000 – $100,000/year 
e) 100,000 – 150,000/year 





Personality Assessment Inventory – Antisocial and Borderline Personality Subscales 
 
Read each statement and decide whether it is an accurate statement about you. 
 
 If the statement is FALSE, NOT AT ALL TRUE, circle F. 
 If the statement is SLIGHTTLY TRUE, circle ST. 
 If the statement is MAINLY TRUE, circle MT. 
 If the statement is VERY TRUE, circle VT. 
 
Give your own opinion of yourself. Be sure to answer every statement. Begin with the 
first statement and respond to every statement. 
 
1. I was usually well-behaved in school. F ST MT VT 
2. I’ve borrowed money knowing I wouldn’t pay it back. F ST MT VT 
3. I get a kick out of doing dangerous things. F ST MT VT 
4. I’ve deliberately damaged someone’s property. F ST MT VT 
5. I’ll take advantage of others if they leave themselves open to 
it. 
F ST MT VT 
6. I do a lot of wild things just for the thrill of it. F ST MT VT 
7. I’ve done some things that weren’t exactly legal. F ST MT VT 
8. I’ll do most things of the price is right. F ST MT VT 
9. My behavior is pretty wild at times. F ST MT VT 
10. I used to lie a lot to get out of situations. F ST MT VT 
11. I can talk my way out of just about anything. F ST MT VT 
12. If I get tired of a place, I just pick up and leave. F ST MT VT 
13. I like to see how much I can get away with. F ST MT VT 
14. I don’t like being tied to one person. F ST MT VT 
15. The idea of “settling down” has never appealed to me. F ST MT VT 
16. I was never expelled or suspended from school when I was 
young. 
F ST MT VT 
17. I don’t like to stay in a relationship for very long. F ST MT VT 
18. I like to drive fast. F ST MT VT 
19. I’ve never been in trouble with the law. F ST MT VT 
20. I look after myself first; let others take care of themselves. F ST MT VT 
21. I’m not a person who turns down a dare. F ST MT VT 
22. I’ve never taken money or property that wasn’t mine. F ST MT VT 
23. When I make a promise, I really don’t need to keep it. F ST MT VT 
24. I never take risks if I can avoid it. F ST MT VT 
25. My mood can shift quite suddenly. F ST MT VT 
26. My attitude about myself changes a lot. F ST MT VT 
27. My relationships have been stormy. F ST MT VT 
28. My moods get quite intense. F ST MT VT 
29. Sometimes I feel terribly empty inside. F ST MT VT 




31. My mood is very steady. F ST MT VT 
32. I worry a lot about other people leaving me. F ST MT VT 
33. People once close to me have let me down. F ST MT VT 
34. I have little control over my anger. F ST MT VT 
35. I often wonder what I should do with my life. F ST MT VT 
36. I rarely feel very lonely. F ST MT VT 
37. I sometimes do things so impulsively that I get into trouble. F ST MT VT 
38. I’ve always been a pretty happy person. F ST MT VT 
39. I can’t handle separation from those close to me very well. F ST MT VT 
40. I’ve made some real mistakes in the people I’ve picked as 
friends. 
F ST MT VT 
41. When I’m upset, I typically do something to hurt myself. F ST MT VT 
42. I’ve had times when I was so mad I couldn’t do enough to 
express all my anger. 
F ST MT VT 
43. I don’t get bored very easily. F ST MT VT 
44. Once someone is my friend, we stay friends. F ST MT VT 
45. I’m too impulsive for my own good. F ST MT VT 
46. I spend money too easily. F ST MT VT 
47. I’m a reckless person. F ST MT VT 















1. I tell my friends openly 
when I disagree with them. 
1 2 3 4 5 
2. I flare up quickly but get 
over it quickly. 
 
1 2 3 4 5 
3. When people annoy me, I 
may tell them what I think 
of them. 
1 2 3 4 5 
4. Once in a while I can’t 
control the urge to strike 
another person. 
1 2 3 4 5 
5. I am sometimes eaten up 
with jealousy. 
 
1 2 3 4 5 
6. I sometimes feel like a 
powder keg ready to 
explode. 
1 2 3 4 5 
7. When people are especially 
nice, I wonder what they 
want. 
1 2 3 4 5 
8. I have trouble controlling 
my temper. 
 
1 2 3 4 5 
9. If somebody hits me, I hit 
back. 
 
1 2 3 4 5 
10. I wonder why sometimes I 
feel so bitter about things. 
1 2 3 4 5 
11. I know that “friends” talk 
about me behind my back. 
1 2 3 4 5 
12. I have become so mad that 
I have broken things. 
1 2 3 4 5 
13. Some of my friends think 
I’m a hothead. 
 
1 2 3 4 5 
14. There are people who 
pushed me so far that we 
came to blows. 
1 2 3 4 5 
15. I am an even-tempered 
person. 
 




16. I have threatened people I 
know. 
 
1 2 3 4 5 
17. At times I feel I have 
gotten a raw deal out of 
life. 
1 2 3 4 5 
18. I often find myself 
disagreeing with people. 
1 2 3 4 5 
19. I get into fights a little 
more than the average 
person. 
1 2 3 4 5 
20. I am suspicious of overly 
friendly strangers. 
1 2 3 4 5 
21. I can think of no good 
reason for ever hitting a 
person. 
1 2 3 4 5 
22. My friends say that I am 
somewhat argumentative. 
1 2 3 4 5 
23. If I have to resort to 
violence to protect my 
rights, I will. 
1 2 3 4 5 
24. Sometimes I fly off the 
handle for no good reason. 
1 2 3 4 5 
25. I sometimes feel that 
people are laughing at me 
behind my back. 
1 2 3 4 5 
26. When frustrated, I let my 
irritation show. 
 
1 2 3 4 5 
27. I can’t help getting into 
arguments when people 
disagree with me. 
1 2 3 4 5 
28. Given enough provocation, 
I may hit another person. 
1 2 3 4 5 
29. Other people always seem 
to get the breaks. 





INVENTORY OF STATEMENTS ABOUT SELF-INJURY (ISAS) – SECTION I. BEHAVIORS 
 
This questionnaire asks about a variety of self-harm behaviors.  Please only endorse a 
behavior if you have done it intentionally (i.e., on purpose) and without suicidal intent.   
 
1.  Please estimate the number of times in your life you have intentionally (i.e., on 
purpose) performed each type of non-suicidal self-harm (e.g., 0, 10, 100, 500): 
 
Cutting ____  Severe Scratching ____ 
 
Biting    ____  Banging or Hitting Self ____ 
 
Burning ____  Interfering w/ Wound Healing ____    
 
Carving ____   Rubbing Skin Against Rough Surface ____ 
 
Pinching ____      Sticking Self w/ Needles ____ 
 
Pulling Hair ____   Swallowing Dangerous Substances    ____ 
 






Important: If you have performed one or more of the behaviors listed above, please 
complete the final part of this questionnaire.  If you have not performed any of the 
behaviors listed above, you are done with this particular questionnaire and should 








2.  If you feel that you have a main form of self-harm, please circle the behavior(s) 




3.  At what age did you:   
 
 
First harm yourself?  ____________ Most recently harm yourself? ________ 
      (approximate date – month/date/year) 
 
 
4.  Do you experience physical pain during self-harm?   
 




5.  When you self-harm, are you alone?   
 




6.  Typically, how much time elapses from the time you have the urge to self-harm 
until you act on the urge? 
 
Please circle a choice:    
 
< 1 hour   1 - 3 hours   3 - 6 hours  
 




7.  Do/did you want to stop self-harming?   
 















This inventory was written to help us better understand the experience of non-suicidal 
self-harm.  Below is a list of statements that may or may not be relevant to your 
experience of self-harm.  Please identify the statements that are most relevant for you: 
 
 Circle 1 if the statement is very relevant for you  
 Circle 2 if the statement is somewhat relevant for you  




“When I self-harm, I am … Response 
1. … calming myself down 1     2     3 
2. … creating a boundary between myself and others  1     2     3 
3. … punishing myself 1     2     3 
4. … giving myself a way to care for myself (by attending to the wound) 1     2     3 
5. … causing pain so I will stop feeling numb 1     2     3 
6. … avoiding the impulse to attempt suicide 1     2     3 
7. … doing something to generate excitement or exhilaration 1     2     3 
8. … bonding with peers 1     2     3 
9. … letting others know the extent of my emotional pain 1     2     3 
10. … seeing if I can stand the pain 1     2     3 
11. … creating a physical sign that I feel awful 1     2     3 
12. … getting back at someone 1     2     3 
13. … ensuring that I am self-sufficient 1     2     3 
14. … releasing emotional pressure that has built up inside of me 1     2     3 
15. … demonstrating that I am separate from other people 1     2     3 





“When I self-harm, I am … 
 
17. … creating a physical injury that is easier to care for than my emotional 
distress 
1     2     3 
18. … trying to feel something (as opposed to nothing) even if it is physical 
pain 
1     2     3 
19. … responding to suicidal thoughts without actually attempting suicide 1     2     3 
20. … entertaining myself or others by doing something extreme 1     2     3 
21. … fitting in with others 1     2     3 
22. … seeking care or help from others 1     2     3 
23. ... demonstrating I am tough or strong 1     2     3 
24. … proving to myself that my emotional pain is real 1     2     3 
25. … getting revenge against others 1     2     3 
26. … demonstrating that I do not need to rely on others for help  1     2     3 
27. … reducing anxiety, frustration, anger, or other overwhelming 
emotions 
1     2     3 
28. … establishing a barrier between myself and others 1     2     3 
29. … reacting to feeling unhappy with myself or disgusted with myself 1     2     3 
30. … allowing myself to focus on treating the injury, which can be 
gratifying or satisfying 
1     2     3 
31. … making sure I am still alive when I don’t feel real 1     2     3 
32. … putting a stop to suicidal thoughts 1     2     3 
33. … pushing my limits in a manner akin to skydiving or other extreme 
activities 
1     2     3 
34. … creating a sign of friendship or kinship with friends or loved ones 1     2     3 
35. … keeping a loved one from leaving or abandoning me 1     2     3 
36. … proving I can take the physical pain 1     2     3 
37. … signifying the emotional distress I’m experiencing 1     2     3 
38. … trying to hurt someone close to me 1     2     3 





(Optional)  In the space below, please list any statements that you feel would be more 




















(Optional)  In the space below, please list any statements you feel should be added to the 




Barratt Impulsiveness Scale – 11 
DIRECTIONS: People differ in the ways they act and think in different situations.  This 
is a test to measure some of the ways in which you act and think.  Read each statement 
and put an X on the appropriate circle on the right side of this page.  Do not spend too 
much time on any statement.  Answer quickly and honestly. 
 
          О  О             О        О 
 Rarely/Never     Occasionally   Often          Almost Always/Always 
1    I plan tasks carefully.    О      О      О      О 
2    I do things without thinking.    О      О      О      О 
3    I make-up my mind quickly.    О      О      О      О 
4    I am happy-go-lucky.    О      О      О      О 
5    I don’t “pay attention.”    О      О      О      О 
6    I have “racing” thoughts.    О      О      О      О 
7    I plan trips well ahead of time.    О      О      О      О 
8    I am self controlled.    О      О      О      О 
9    I concentrate easily.    О      О      О      О 
10  I save regularly.    О      О      О      О 
11  I “squirm” at plays or lectures.    О      О      О      О 
12  I am a careful thinker.    О      О      О      О 
13  I plan for job security.    О      О      О      О 
14  I say things without thinking.    О      О      О      О 
15  I like to think about complex problems.    О      О      О      О 
16  I change jobs.    О      О      О      О 
17  I act “on impulse.”    О      О      О      О 
18  I get easily bored when solving thought problems.    О      О      О      О 
19  I act on the spur of the moment.    О      О      О      О 
20  I am a steady thinker.    О      О      О      О 
21  I change residences.    О      О      О      О 
22  I buy things on impulse.    О      О      О      О 
23  I can only think about one thing at a time.    О      О      О      О 
24  I change hobbies.    О      О      О      О 
25  I spend or charge more than I earn.    О      О      О      О 
26  I often have extraneous thoughts when thinking.    О      О      О      О 
27  I am more interested in the present than the future.    О      О      О      О 
28  I am restless at the theater or lectures.    О      О      О      О 
29  I like puzzles.    О      О      О      О 















equally   
Mildly 
disagree   
Strongly 
disagree   
1. Feeling distressed or 
upset is unbearable to 
me.  
 
1 2 3 4 5 
2. When I feel distressed or 
upset, all I can think 
about is how bad I feel 
1 2 3 4 5 
3. I can’t handle feeling 
distressed or upset.  
1 2 3 4 5 
4. My feelings of distress 
are so intense that they 
completely take over. 
1 2 3 4 5 
5. There’s nothing worse 
than feeling distressed  
or upset. 
1 2 3 4 5 
6. I can tolerate being 
distressed or upset as 
well as  
most people. 
1 2 3 4 5 
7. My feelings of distress or 
being upset are not 
acceptable. 
1 2 3 4 5 
8. I’ll do anything to avoid 
feeling distressed or 
upset. 
1 2 3 4 5 
9. Other people seem to be 
able to tolerate feeling  
distressed or upset better 
than I can. 
1 2 3 4 5 
 
10. 
Being distressed or upset 












11. I am ashamed of myself 
when I feel distressed  
or upset. 





12. My feelings of distress or 
being upset scare me.  
1 2 3 4 5 
13. I’ll do anything to stop 
feeling distressed or 
upset.  
1 2 3 4 5 
14.  When I feel distressed or 
upset, I must do 
something about it 
immediately 
1 2 3 4 5 
15. When I feel distressed or 
upset, I cannot help but 
concentrate on how bad 
the distress actually feels. 








This scale consists of a number of words that describe different feelings and emotions.  
Read each item and then circle the appropriate answer next to that word.  Indicate to what 
extent you have felt this way during the past week. 
 





















1. Interested 1 2 3 4 5 
2. Distressed 1 2 3 4 5 
3. Excited 1 2 3 4 5 
4. Upset 1 2 3 4 5 
5. Strong 1 2 3 4 5 
6. Guilty 1 2 3 4 5 
7. Scared 1 2 3 4 5 
8. Hostile 1 2 3 4 5 
9. Enthusiastic 1 2 3 4 5 
10. Proud 1 2 3 4 5 
11. Irritable 1 2 3 4 5 
12. Alert 1 2 3 4 5 
13. Ashamed 1 2 3 4 5 
14. Inspired 1 2 3 4 5 
15. Nervous 1 2 3 4 5 
16. Determined 1 2 3 4 5 
17. Attentive 1 2 3 4 5 
18. Jittery 1 2 3 4 5 
19. Active 1 2 3 4 5 
20. Afraid 1 2 3 4 5 
 
 
 
 
 
